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HEN DR. CROSBY invited me to par- 
ticipate in the annual meeting of the 
American Hospital Association I felt high- 
ly honored, but when he assigned the 
subject, “The Health of the Nation.” | was not so 
sure | should accept. A lav preacher in our section 
of the country explained his method of preparing 
a sermon, “LT takes a text.” he said, “and departs 
from it.” Dr. Crosby was giving me a text from 
which I could wander in many directions, and it 
was difficult to determine the lines of departure 
which would prove of interest and value to the 
audience. 

The first possibility which suggested itself was 
that of presenting a statistical survey of the health 
and sickness of our people. This idea was quickly 
abandoned. In my opinion, statistics should be used 
like onions in a salad—in small amount to add flavor 
and not in quantity to fill the bow!. 

Other courses of action were considered and dis- 
carded. Finally, | decided to do what comes natur- 
ally and to consider the health of the nation as I 
would the health of a child in my office. The first 
step would be to get the story of what had hap- 
pened to date. Next would come an examination 
of the patient. Lastly, an attempt would be made to 
outline the future course. 

Realizing the difficulties involved in adopting 
such a procedure, | fell back upon a time-honored 
policy of the practicing physician—that of calling 
for consultation. To SO of my medical friends over 
the United States I sent a letter telling of my plight 
and asking for help—help in the form of answers to 
three questions which | was asking. 


Fifty-six physicians responded to a request 
for opinions as to the factors which have 
brought about the greatest changes in medi- 
cine and in the nation’s health in the past 30 
years, as to the greatest strengths and 
weaknesses of medicine and national health 
at this time, and as to the changes, for better 
or worse, to be expected in medicine in the 
next 30 years. Many favorable and unfavor- 
able aspects of our present position were 
listed. The nation is strong, restless, and 
growing. The future is uncertain, but the 
promise for achievement in the medical 
sciences is excellent. There will also be great 
changes in medical core, and they will 
strongly influence other phases of our no- 
tion’s life. The medical profession is con- 
fronted with great opportunities and grave 
responsibilities in meeting the changes to 
come. 


Betore | go further | want to pay my respects 
and express my thanks to these colleagues. They 
are outstanding men and come trom every walk 
of medical lite—pathologists, general practitioners, 
radiologists, internists, physiatrists, hospital admin- 
istrators, surgeons, public health officers, obstetri- 
cians, orthopedists, and pediatricians. They are busy 
men and yet 56 of these physicians responded to 
my appeal. The responses were no cursory letters 
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but ranged from 2 to 10 typewritten pages in length 
(four were written in longhand) and evidenced 
intense thought and careful preparation. | wonder 
if there is another profession or line of business in 
which 50-odd men will give of their time and effort 
in this manner to help a confrere in his hour of 
need. 

From the ideas and opinions expressed by my 
colleagues and from my own thinking and experi- 
ence this paper has been prepared. It is an at- 
tempt to appraise the health of the nation and will 
be presented in the form of answers to the questions 
which I posed to my consultants. 


The Past Thirty Years 


The first question was this—what are the factors 
which have brought about the greatest changes in 
medicine and in the health of our nation in the past 
30 years? (1 chose the period of 30 years because 
it represents a medical generation, and it is also 
the approximate number of years most of my col- 
laborating colleagues and I have been engaged in 
the practice of medicine. ) 

Probably the outstanding factor in the eves of 
the public has been in the field of therapy. No 
three decades in medical history have seen as many 
additions to the physician's armamentarium as we 
have experienced in our time. The impact of the 
sulfonamides and the antibiotics upon the life of 
the average citizen has been incalculable. Specific 
preparations have been introduced to aid in com- 
bating tuberculosis, malaria, and hypertension. 
Anticoagulants and liver extract, unknown 30 years 
ago, are in common use today. Developments in the 
field of endocrinology have been outstanding, with 
the identification and synthesis of various hor- 
mones. Antihistamines have become valuable tools 
in the field of allergy, as have tranquilizing drugs 
in the field of mental health. Vitamins, just appear- 
ing on the horizon a generation ago, have become 
household words and widespread usage has done 
much to improve the nutrition of our people. 

Great advances have been made in the field of 
hematology. Blood transfusions, used sparingly 30 
years ago, are commonplace today, and blood banks 
have been established all over the country to assure 
an ample supply. Plasma and dried plasma are being 
used widely. The recognition of the Rh factor has 
openéd up an entirely new field of research, as has 
the discovery of different types of hemoglobin. Re- 
placement transfusions have been introduced to 
save the life of the erythroblastic infant. 

There were those, a generation ago, who thought 
that surgery had reached its peak and that the fu- 
ture had little to offer save in the perfecting of 
technical procedures. How wrong they were! Oper- 
ations are being done today that would have been 
termed impossible by our fathers. Congenital and 
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acquired lesions of the heart are being repaired, 
entire lungs are being removed, segments of the 
aorta are being resected and being replaced by 
vascular grafts or synthetic substitutes, corneas are 
being transplanted from one eye to another—to 
mention but a few of the surgeon's newer achieve- 
ments. Helping to make these operations possible 
have been great advances in the understanding 
and administration of anesthetics; the giving of 
blood, of fluids parenterally, and of antibiotics; the 
use of hypothermia; the artificial heart, lung, and 
kidney; bone graft banks, eye banks, and blood 
vessel banks. Early ambulation has helped to im- 
prove and speed up the stage of convalescence as 
well as to insure a more rapid turnover in hospital 


s. 

Still in swaddling clothes a generation ago, the 
science of virology has now reached the age of 
rapid growth. Different viruses are being recog- 
nized, isolated, classified, and cultured in the labor- 
atory. Their relationship to specific disease is being 
determined. The development of specific vaccines, 
such as the Salk poliomyelitis vaccine, have blazed 
the trail for further study and give promise of re- 
ducing the toll of many diseases. And, as one of my 
friends in general practice has remarked facetious- 
ly, “the virus along with allergy has proved to be 
a boon to the practicing physician. When a patient 
is found to have an unexplained illness he is diag- 
nosed as having one of two conditions. If he has no 
fever, he has an allergy; if his temperature is ele- 
vated, he has a virus.” 

In an evaluation of the health standards of a com- 
munity or of a nation, it is common practice to de- 
termine what is happening in the realm of infant 
and maternal care. In both of these fields great 
strides have been made. In 1925 (and here I present 
my first statistic, or touch of flavor) 72 out of every 
1,000 babies in the United States died before reach- 
ing the age of one year. In 1955 (the last year for 
which figures are available) the number had 
dropped to 26. Better understanding of the physi- 
ology of the newborn infant; improved facilities for 
caring for premature and full-time babies; the use 
of antibiotics, replacement transfusions, simplified 
feeding schedules; the use of vitamins, immuniza- 
tions; education of the public—all have played their 
part in producing the dramatic change. 

Even more dramatic figures can be presented in 
the field of maternal care. In 1925 the maternal 
death rate was 65 per 10,000 births. Today the rate 
is slightly less than 5. From 65 to 5 in 30 years— 
truly unbelievable. The reasons: better prenatal 
care, the use of antibiotics, the availability and use 
of blood, the increasing trend toward deliveries in 
hospitals where emergencies can be handled with- 
out delay, and the good work of physicians and 
nurses. 
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Another factor that has brought about changes 
in the pattern of life, and of death, in our people. 
has been the decreasing incidence of infectious dis- 
eases. Thanks to immunizations, improved sanita- 
tion, and anti-infective agents, diphtheria, scarlet 
fever, whooping cough, typhoid, infectious diar- 
rhea, tetanus, gonorrhea, and syphilis are no longer 
the scourges they were 30 vears ago. The death 
rate in tuberculosis has dropped from 130 per 100.- 
000 in 1927 to 8 per 100,000 in 1956. Patients with 
empvema, mostoiditis, and osteomvel'tis who for- 
merly helped to fill our hospital beds are now rarely 
seen. Pneumonia, once called the “friend of the 
aged,” is killing fewer and fewer victims. During 
the past three years poliomvelitis has been added 
to the list of diseases against which one may be 
immunized. 

Advances have been made in the realm of mental 
health and mental disease. Psychopathic disorders 
are better understood and newer techniques, such 
as shock therapy and use of tranquilizing drugs. 
are being used in treating them. Medical student 
and practicing physician alike are learning more 
about psychosomatic medicine. 


Attitude of Public 


Perhaps the greatest change has been in the at- 
titude of the public. Mental health and mental dis- 
ease have been brought out of the darkness of the 
backhall closet into the light of the living room, 
where mental and emotional problems are freely 
discussed. The stigma of mental sickness is slowly 
fading, and patients are beginning to go to the 
office of the psychiatrist or to the mental health 
clinic of their own accord and through the front 
door. 

Another field in which changes have taken place 
is that of organized public health activities. The 
U. S. Public Health Service, state and city health 
departments, and county health units have grown 
immeasurably, and their work as well as their place 
in the medical field is now recognized and accepted. 
Through specific activities in preventive medicine, 
hygiene, and sanitation and through education of 
the public, the influence of the public health work- 
er has been profound. 

Research has ever played a large part in medical 
progress, and such has been true during the past 
30 vears. The great advances already mentioned in 
medical and surgical diagnosis and treatment did 
not come by accident but through intensive study 
and experimentation. Up to 15 years ago the cost 
of this research was borne by philanthropy, endow- 
ment, and industry, with government participating 
only slightly. In 1940 the total amount devoted to 
medical research was around 40 million dollars, 
and of this the federal government contributed 7%. 
In 1955 the amount devoted to research had risen 
to 240 million dollars, with the federal govern- 
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ment's share being 40%. The population in general 
and Congress in particular is showing so much in- 
terest in research and so much money is being ap- 
propriated that it is becoming difficult to find 
worthy projects and capable investigators. 

It was 30 years ago that representatives from 
state boards of medical examiners agreed that med- 
ical schools might engage in experimentation in 
medical education without penalizing their gradu- 
ates. This basic agreement tended to stimulate more 
imaginative thinking on the part of medical educa- 
tors and resulted in a great deal of improvement in 
basic medical educational programs. Hand in hand 
with this movement was the development of a more 
intensive and extensive intern and residency pro- 
gram. This in turn directed more and more young 
doctors into special fields, resulting in a marked re- 
duction in the number of general practitioners. A 
further by-product of this trend toward specializa- 
tion was the appearance of the specialty examining 
boards with their stringent requirements. The edu- 
cational needs of tho physician in practice have been 
met by an iner sing number of postgraduate 
courses and seminars. 

As medical education has changed, so has medi- 
cal practice. There has been a marked increase in 
the number of specialists as well as in the number 
of specialties. (According to one of my consultants 
there are now 19 specialties, 5 subspecialties, and 
27 special fields of medical care, making a total of 
51 types of medical practice.) Offices of most phy- 
sicians, be they specialists or general practitioners, 
are better organized and equipped than they were 
a generation ago and are geared to the greater use 
of scientific and laboratory tools. Patients are com- 
ing to the physician's office more and more and the 
house call, except in cases of acute illness or emer- 
gency, is becoming less common. 

While discussing the physician we would do well 
to talk about his young sister on the medical team— 
the nurse. How she has changed in the past 30 
years! There has been a marked upgrading in her 
education, with an expanding curriculum. More of 
her undergraduate time is being spent in study and 
discussion and less in the care of the patient. She 
is taught to carry out procedures which her coun- 
terpart a generation ago considered the exclusive 
privilege of the physician. She is graduated, a 
professional nurse, with a variety of fields into 
which she may enter; the hospital, the doctor's 
office, the school of nursing, the armed services, the 
industrial plant, the public health service, and— 
matrimony. With the student engaged in her 
studies and the graduate nurse entering more high- 
ly specialized fields, the problem of rendering nurs- 
ing care to the patient became acute. To meet this 
need the trained auxiliary worker ( practical nurse, 
nursing aide) was added to the hospital personnel. 
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From a mere handful a few years ago, their number 
has increased to 300,000 or more, and they have es- 
tablished themselves as an essential and permanent 
part of the group rendering medical care. 


Hospitals and Insurance 


Hospitals have kept pace with the change of the 
past 30 years. States and communities, aided by 
federal funds under the grant-in-aid program of 
the Hill-Burton act, embarked upon building pro- 
grams or expanded existing facilities until there are 
over 1,600,000 hospital beds in the country today. 
People are becoming hospital conscious and, on the 
average, one out of every eight citizens is hospital- 
ized during the year. Hospitals are now recognized 
as big business and trained administrators have 
been developed to supervise their affairs. The 
Joint Commission on Accreditation of Hospitals has 
stimulated institutions to increase their effective- 
ness in rendering good care to the patient, and to- 
day, excluding psychiatric institutions, 75% of those 
hospitals eligible for accreditation have been ac- 
credited. 

Much of the development of hospitals and the 
great increase in their usage has been due to the 
growth of voluntary prepaid health insurance. From 
experimental beginnings some 20 years ago the cov- 
erage of hospital, surgical, and medical expense as 
provided by Blue Cross, Blue Shield, private insur- 
ance companies, and independent plans has been 
phenomenal. Over 110 million persons in this coun- 
try have hospital expense protection today, 103 
million have surgical protection, and 67 million 
have policies that cover regular medical expense. 
The total payment in 1956 for hospital and physi- 
cian bills, paid by these plans, amounted to 2 billion 
dollars. 

In considering the health of our nation during the 
past three decades, we must mention factors out- 
side of the strictly medical field. There has been an 
over-all improvement in the standard of living. 
Shorter working hours, more time for leisure and 
recreation, slum clearance programs, mechanical 
aids in the home, refrigeration, rural electrification, 
pasteurization, enriched flour, canned foods, im- 
proved sanitation, the use of insecticides—these and 
other factors have influenced the health of our peo- 
ple. Better roads and more and better cars have 
proved a blessing in bringing the one who is in 
need of medical care closer to the hospital and to 
the doctor; they have become a curse in the terrific 
toll of highway deaths which have followed in 
their wake. 

Through the medium of the newspaper, maga- 
zines, the radio, and television, the public is receiv- 
ing increasing amounts of information regarding 
health and disease. Voluntary agencies such as the 
National Foundation for Infantile Paralysis, the 
American Heart Association, and the American 


J.A.M.A., Jan. 4, 1958 


Cancer have engaged in intensive cam- 
paigns of education. Millions of men in our armed 
forces have been taught the rudiments of hygiene, 
the value of routine physical examinations, the need 
for immunizations, and the use of the hospital as 
an institution for diagnosis and early treatment of 
disease as well as for the care of the seriously ill. 
Public curiosity regarding health has been stimu- 
lated, and people want medical news and opinions. 
Much of the mystery and taboo has been taken out 
of medicine: syphilis is mentioned in public print, 
sexual problems are the subject of magazine articles 
and P. T. A. discussions, cancer is discussed in the 
living room, alcoholism is spoken of as a disease, 
and the physician is being demoted from his erst- 
while position of superman to that of an ordinary 
individual with special skills. 

Just what effect this perpetual bombardment of 
words and ideas has had on the average citizen is 
hard to determine. Undoubtedly the general result 
has been good. But there are still those who seem 
to be gullible to the appeal of the old-time barker 
of elixir of snake root who promised a cure with 
every bottle, and they spend their money for vita- 
mins guaranteed to banish every ill, tablets that 
will melt away the fat, laxatives that will treat one 
as gently as a baby, pain relievers that enter the 
blood streams much faster than aspirin, and tran- 
quilizing drugs that will allay our every woe and 
worry. 


Participation of Government 


Another force which has had a strong bearing 
on the course of medicine and medical care in the 
past generation has been the increasing part which 
the federal government has taken in matters of 
health. Mention has been made of government par- 
ticipation in research, in preventing disease, in hos- 
pital construction, in aiding and supporting the 
work of state and county health units, and in public 
education. In addition to this there has been active 
participation in giving medical care. Today nearly 
one out of every four persons in this country—and 
this includes 22 million veterans—is eligible for 
some degree of medical care which is either provid- 
ed or paid for by the federal government. 

The last factor I will mention is the world-wide 
trend toward socialism. During the past 30 years 
there has been a socioeconomic revolution, with 
various nations adopting or expanding medical care 
plans under the control and supervision of the na- 
tional government. An attempt to establish such a 
plan in this country in the form of so-called com- 
pulsory health insurance was killed. Those who 
advocate the plan are still active, however, and 
through indirect rather than direct action continue 
in their efforts to institute a more socialistic form 
of medical care for our people. 
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In concluding this section of my paper, I would 
like to illustrate the tremendous changes of the past 
30 years in a simple way. Here are 20 words or 
phrases which are part of our everyday medical 
vocabulary and without which we would find it 
difficult to carry on a medical conversation. These 
same words were nonexistent three decades ago: 
antibiotic, antihistamine, ascorbic acid, ampheta- 
mine, cortisone, DDT, influenza vaccine, electro- 
encephalograph, gamma globulin, hyaline mem- 
brane, infectious hepatitis, penicillin, Q fever, Rh 
factor, Rauwolfia, sulfonamide, testosterone, thia- 
min, viremia, television, and hydrogen bomb. 


Strengths of Medicine 


After the history is taken, the next step in han- 
dling a patient is that of examining him to deter- 
mine how the various parts of his body are function- 
ing and to appraise his general condition. So | 
asked the second question of my collaborating col- 
leagues: “What are the strengths and weaknesses of 
medicine (in its broadest sense) and of the health 
of our people?” 

The story of the past 30 years has already sug- 
gested many of the factors which contribute to our 
strength. We have a tremendous reservoir of sci- 
entific knoweldge, we have an increasing number 
of tools with which to work, and we have developed 
an expanding ability to use both the knowledge 
and the tools in our effort to fight disease and to 
improve the health of our people. 

We are continually adding to our fund of knowl- 
edge. In the research laboratory, at the bedside of 
the patient, and in the operating room men are 
studying and learning more and more about ob- 
scure problems and mysterious diseases. New drugs 
are being developed and new methods of treatment 
are being evolved. 

Our people are living longer. Thirty years ago 
life expectancy in this country was 59. Today it is 
69.5. Three decades ago 5% of our people were over 
65 vears of age, today the number is 8.6%. A new 
field of medicine, geriatrics, is developing to take 
care of this growing segment of our population. 

There is an increasing demand by the public tor 
medical information. In 1955, over 400 articles on 
medicine, health, and hospitals appeared in maga- 
zines with circulation over one million. This in addi- 
tion to the millions of words which went out over 
the air or appeared in the press. One need but re- 
call what has been said and written regarding 
poliomyelitis during the past three vears and con- 
cerning influenza during the past three months to 
realize that medical news is eagerly devoured. 
Thanks to this hunger, our people are better in- 
formed in matters of health and disease than they 
have ever been. 

We have an increasing number of hospitals. Far 
better organized and administered than they were a 
generation ago, they are rendering good medical 
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care. We have a system of voluntary prepaid health 
insurance which has shown phenomenal growth in 
the past 20 years and is continuing to expand as to 
both the number of people who are protected and 
the amount of coverage provided. We have well- 
organized and capable public health departments 
on the national, state, and local levels which are 
rendering yeoman service in the field of preventive 
medicine, sanitation and public education. 

We have a sound system of medical education 
which is giving to the country well-trained physi- 
cians. These physicians, working singly and in 
groups—in partnerships, in small clinics, in large 
medical centers—are giving to our people the best 
medical care this country has ever known. We have 
physicians who are dedicated to their profession 
and to their patients. Men of character, their great 
desire is to serve and to better the condition of their 
fellowmen. 

We have great medical organizations, such as the 
American Hospital Association and the American 
Medical Association, that not only are working for 
the betterment of their own members but are de- 
voting much time and energy to the public wel- 
fare. As watchdogs, they warn against disease, 
against accidents and poisonings, against quackery, 
against unethical practices, against the lowering of 
standards, against the encroachment of outside in- 
fluences which would interfere with the physician 
or the hospital in giving the patient the best pos- 
sible care. As scientific consultants, they give sug- 
gestions and advice to Congress and to the general 
public concerning matters of health. 

Lastly—and perhaps in this we find our greatest 
strength—we enjoy freedom. The practice of medi- 
cine has been and still is part and parcel of the 
competitive system of free enterprise. The patient 
is still free to choose his own physician and the phy- 
sician his patient. The physician is privileged to 
give his patient the best possible care, as dictated 
by his knowledge and his conscience and not by a 
state or federal bureau. Standards of medical edu- 
cation in this country today are those which have 
been established by the medical profession, not 
those promulgated by some outside agency. Hos- 
pitals are independent units and continue to oper- 
ate on a local level through the integrated activity 
of the board of trustees, the administrator, and the 
medical staff. Accreditation of hospitals is on a 
voluntary basis, and there is no outside force, ex- 
cept that of public opinion, which makes our hos- 
pitals improve their standards of medical care. The 
average citizen is still responsible for himself—he is 
not a ward of the government—and must make a 
personal effort to provide medical care for himself 
and his family. Yes, we are still a free people in 
spite of those who would lead us down the road to 
regimentation and the welfare state. 
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It would be easy to stop at this point, but to do 
so would be scienti dishonest. As a financial 
statement must include a list of the liabilities along 
with the assets, so must the appraisal of the health 
of the nation include a discussion of our deficiencies 
and needs along with a presentation of our strength. 


Deficiencies and Needs 


One of our greatest needs is for better education 
of our people. The simple rules of healthy living, 
the essentials of a balanced diet, the danger of self- 
medication, the desirability of seeking medical help 
early in case of sickness—these are some of the 
fundamental truths that must be taught to all of our 
citizens. Our people must be warned against bland- 
ishments of the charlatan and quack. They must be 
made to realize that, in spite of advertisements to 
the contrary, there is no panacea for all our ail- 
ments and that even vitamins, diets, and the 
wonder drugs must be used with knowledge if they 
are to help and not harm. 

We have a fine system of medical care in this 
country. It must be made available to all of our 
people. Much has been done toward the achieve- 
ment of this goal, but there is still much to be done. 
More and more of our people must be encouraged 
to protect themselves with prepaid health insur- 
ance. Blue Cross, Blue Shield, and insurance com- 
panies must be encouraged to expand into broader 
fields and to offer coverage for catastrophic and 
long-term illness—at a price the average citizen can 
afford to pay. Plans must be worked out to provide 
better protection for the marginal and low-income 
groups and for the people in retirement. Local com- 
munities must be encouraged to provide the ade- 
quate medical care for those of their citizens who 
are indigent. 

In spite of the great building program in recent 
years, we are still in need of hospital beds in vari- 
ous areas, and this is particularly true with regard 
to the care of our psychiatric patients. More of our 
hospitals must be encouraged to raise their stand- 
ards to meet the requirements of accreditation. The 
cost of hospitalization is high and grows continu- 
ally higher. This cost must be reduced as much as 
possible. A step in this direction would be for all 
hospitals to adapt to their requirements the meth- 
ods of modern business and industrial manage- 
ment. (One of my consultants observed that archaic 
hospital administration in some of our hospitals 
is partly responsible for their high cost of medical 
service.) A further measure of economy would be 
to provide less expensive facilities for the convales- 
cents and for the chronically ill. 

Our hospitals need to regain the personal touch. 
Patients must be made to feel that they are not 
just room numbers on a floor, charts at the nurses’ 
station, or diagnoses in the record room. Perhaps a 
personal experience will explain what I mean. Two 
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years ago, while attending a meeting away from 
home, I pulled a muscle in my back and was put 
to bed in a hospital for a few days. I was treated 
most courteously by everyone with whom I had 
contact—from the maid who cleaned the room to 
the floor supervisor, from the maintenance man 
who fixed a pulley at the end of my bed to the resi- 
dent surgeon. But at no time during my stay did I 
feel that anyone in the hospital was interested in 
me as an individual. Many seemed to have a gen- 
eral interest in my welfare, but no one except the 
attending orthopedist, who was a long-time friend, 
seemed to have a personal interest. (This was my 
first experience as a patient in 25 years, and it 
taught me a valuable lesson. I but wish that every 
hospital administrator and director of nurses could 
.) 


Medical Education 


We need to reappraise our system of medical edu- 
cation. The curriculum of our medical schools must 
be kept up to date, and it is no easy task: so much 

ledge has been accumulated that it is hard to 
know what is fundamental. Special consideration 
must be given to the increasing length and cost of 
a physician’s training. If the present trend continues 
we will be pricing ourselves out of the market, and 
we can ill afford to lose some of our finest young 
people because of their economic status. There must 
be a reevaluation of the role of the full-time and 
part-time teacher, of the specialist, and of the gen- 
eral practitioner in our teaching program. The en- 
tire intern and residency training program is under- 
going change, and careful study will be needed to 
determine the course it should follow. The practices 
of the various specialty boards need reconsidera- 
tion; some of their requirements have become too 
arbitrary and some of their examinations and rul- 
ings unreasonable. Careful study must be given to 
the needs of the future—to the position which the 
doctor of medicine, be he specialist or family physi- 
cian, will hold and the type of education which will 
fit him best for his work. And—perhaps most im- 
portant of all—-we must give our medical students 
something beyond that which they learn from the 
textbook and from the laboratory. Through precept 
and example, we must teach them that the practice 
of medicine is an art and a profession of service as 
well as being a science and a way to make a living. 

The practicing physician is doing a great work in 
this country, but there are certain tendencies—in- 
sidious influences—which are creeping in to lower 
his prestige and to impair his effectiveness. There 
is the tendency for the physician to think of his 
patient as a problem to be solved rather than as a 
person to be helped. There is the tendency, and this 
is particularly true of the specialist, to rely too much 
upon tools and tests and not enough upon intelli- 
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gence and reason for the making of a diagnosis. 
There is the tendency for the physician to become 
so engrossed in a particular system or organ of the 
body that he forgets the patient is an integration of 
body, mind, and soul. There is the tendency for the 
physician to think of himself as a man of science and 
to forget that he is also a man of service. Buried in 
his own little sphere of activity, there is the tend- 
ency for the physician to shirk his obligations as a 
citizen and as a member of his community. There 
is the tendency for the physician to fall a victim to 
that root of all evil, the love of money, and to allow 
the hope of financial gain to wield an unhealthy in- 
fluence on his professional work 

In the great family of medicine (here I include 
all those who are connected with hospitals, with 
medical practice, with public health work, and with 
research ), there are many individuals and organiza- 
tions with distinctive functions and activities. In the 
course of their work they come in close contact with 
other members of the family, and it is inevitable 
that there be argument and at times difference of 
opinion. Such discussion, if carried on with mutual 
respect, is healthy and makes for progress. Unfortu- 
nately, there are some who become so impressed 
with their own importance and so convinced of their 
own omniscience that they become highly critical 
and at times hostile toward those who do not agree 
with them. Such an attitude has helped to mar the 
good relations which should exist and has been one 
of the weaknesses of our medical family life. Indi- 
viduals and organizations in medicine would do 
well to adopt a simple code of conduct for the con- 
ference table: argue with reason and not with emo- 
tion, present facts and not fiction, give others credit 
for being intelligent, respect their sincerity and 
honesty, and be courteous. 

A final weakness in the health of our nation is 
the way in which medical care has become a politi- 
cal football. It was probably inevitable, in this day 
of world-wide social revolution, that government 
should be brought into closer contact with medicine. 
Working upon the false premise that it is the func- 
tion of our government to provide for the personal 
needs of all her citizens and that the way to cure an 
ill, be it physical or economic, is to appropriate 
enough money to some governmental bureau, social- 
istically minded planners and politicians are advo- 
cating a federally financed and controlled system of 
medical care. To be sure, they are working gradual- 
ly—and their latest blandishment is free medical 
care (free meaning paid by the taxpayer) for those 
retired at 65 under social security—but their ulti- 
mate goal is obvious. This effort to have medicine 
and medical care become completely subservient to 
government can only be defeated as we show our 
people what it will do toward increasing the cost of 
government, toward decreasing the liberties of the 
patient and his doctor, toward impairing the quality 
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of medical care, and toward destroying our way of 
life as it stifles those two forces which have helped 
to develop our country: personal initiative and per- 
sonal responsibility. 

A Look into the Future 


The third request made of my consulting col- 
leagues was to take a look into the future and to 
prognosticate the changes, both good and bad, that 
might come in medicine in the next 30 years. 

Undoubtedly there will be great advances in tech- 
nology. Cars, and deaths from automobile accidents. 
will continue to increase in number. Airplanes and 
helicopters will be used extensively by both physi- 
cian and patient. Closed-circuit television will be 
employed in medical education as well as for long- 
distance consultation and interchange of informa- 
tion between individual physicians. Hospitals will 
call upon automation to increase their effectiveness 
and to decrease their costs. Synthetic foods will play 
an important part in diet and nutrition. Electronics 
and atomic energy will be used extensively in the 
diagnosis and treatment of disease. Chemistry will 
play an increasingly important role in bringing new 
tools with which to detect and fight pathological 
processes in the body. 

Most of the communicable diseases will probably 
be eradicated. Tuberculosis will join poliomyelitis 
as one of the scourges of the past. There will be 
better understanding of arteriosclerosis, coronary 
disease, hypertension, chronic nephritis, and rheu- 
matic fever. Diabetes will be treated without in- 
jections. Leukemia and certain types of cancer will 
be amenable to cure. The chemical nature of certain 
mental diseases will be discovered and their control 
brought about through the giving of drugs. Virus 
diseases will increase and, thanks to the number of 
older people, degenerative diseases will become of 
greater and greater concern to the practicing physi- 
cian. There will be increased interest in the rehabili- 
tation—physical, mental, and social—of the handi- 
capped and chronically ill. The field of surgery will 
be narrowed as more conditions become amenable 
to medical therapy. 

Medical practice will change. The trend toward 
specialization will continue, with an increase in 
group practice in clinics. These clinics will be staffed 
and equipped to furnish complete care for the am- 
bulatory patient, and a large segment of the popula- 
tion will patronize their services. There will still 
be those, however, who will want the attention of 
an individual physician for themselves and their 
families, and for these a new type of family physi- 
cian will emerge to take the place of the present 
general practitioner. His work will consist of in- 
ternal medicine, pediatrics, and psychiatry, with 
office procedures in ort logy, and 


Zyneco 
surgery. Following the shift of ‘population, many 
physicians will move out to the suburbs, where they 
will be able to serve their patients more effectively. 


There will be greater emphasis on keeping people 
healthy. The prevention of disease through immuni- 
zations, through better understanding of food and 
nutrition, and through fitness programs in young 
people will become increasingly important. Life ex- 
pectancy will increase as more is known about the 
process of aging and the diseases of the aged. 

The present hospital building program will con- 
tinue, but the emphasis will be on more hospitals 
in suburban areas and in smaller communities, and 
these will stress private and semiprivate accommo- 
dations rather than ward beds. The large institutions 
in metropolitan areas will increase their patient 
capacity through the addition of wings and annexes 
for the care of the convalescent, the chronically ill, 
and the patient who needs rehabilitation. The gen- 
eral level of hospital care will continue to improve 
as more hospitals become accredited. Many hospi- 
tals, especially those with closed staffs, will estab- 
lish their own clinics and will be in competition 
with group clinics owned and controlled by private 
physicians. Groups of hospitals in large cities will 
endeavor to coordinate their activities to prevent 
duplication of personnel, equipment, and effort and 
thus reduce costs and increase efficiency. 

Labor unions will increase their demands for more 
medical care as fringe benefits, and there will be an 
increasing tendency for unions to establish their 
own clinics and health services, with the employ- 
ment of full-time physicians and surgeons. 

Finally, strenuous effort will be made to have 
government participate more and more in the field 
of medicine. The work of the Public Health Service 
will be greatly expanded. An increasing amount of 
federal money will be appropriated for the support 
of research and for the building of hospitals, and 
there will be strong advocacy of similar support for 
medical education and medical schools. Medical 
care tor those over 65 is now being proposed. If 
this is adopted, subsequent proposals are not hard 
to predict: complete medical care for all on public 
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welfare rolls, for the disabled, for women over 50, 
for all widows, for veterans and their families, for 
men over 50 and their families, and finally for all 
who hold social security cards. During the next 30 
years the halls of Congress will resound with de- 
bate and the airways and printed pages will be 
filled with argument as the issues are presented to 
the people. Those who advocate a system of medi- 
cal care financed and controlled by the federal gov- 
ernment will win minor skirmishes, but I do not 
believe they will win the major battle. The revolt of 
the younger generation against mounting taxation 
and the refusal of liberty-loving Americans to em- 
brace socialism will be the forces which will deter- 
mine the outcome. 

The past with its generation of unparalleled 
achievements, the present with its strengths and 
weaknesses, the future with its possibilities and its 
hopes and its forebodings—these are they which 
speak of the health of the nation. And what do they 
tell us? They tell us that we are a growing nation, 
a strong nation, a restless nation. They tell us that 
we have done much in the field of medicine but 
that much remains to be done. They tell us that 
the future is uncertain, that the promise for scien- 
tific achievement is excellent, but that the course 
which medicine and medical care will pursue may 
undergo great changes. They tell us that the changes 
which come will be determined by the desires of the 
people and by the activities of those who belong 
to the great family of medicine. They tell us that 
what happens in medicine will have strong influence 
on what takes place in other phases of our nation’s 
life. 

We who deal with the health and medical wel- 
fare of our citizens are confronted with great oppor- 
tunities and grave responsibilities. They challenge 
the best we can give in planning, in work, and in 
service, 

117 W. Cleves St. 


Essential Hypertension.—Permanent arterial hypertension may be symptomatic hypertension, 
that is, manifestation of an organic disease of the kidneys, endocrine system, nervous system, 
or peripheral vascular system, or it may be essential hypertension, which cannot be referred to 
any structural disease of a particular organ. ... Essential hypertension develops only if the 
homeostasis mechanism of blood pressure is at fault, whether the basal and supplementary 
blood pressure are individually high or low within the range of normality. . . . The etiology 
of insufficient homeostasis of blood pressure is heredity. This makes the precise term “consti- 
tutional hypertension” preferable to the term “essential hypertension.” . . . There is reason to 
assume that constitutional hypertension is not caused by one or two abnormal genes but that 
it belongs to the category of “continuous variability” which implies multifactorial, polygenic 
heredity because of the very complex nature of the homeostatic mechanism of blood pressure. 


Constitutional hypertension is . 


. a definite constitutional predisposition to disease, which 


may or may not develop on this basis with or without the cooperation of extrinsic ( environ- 
mental) etiologic factors. Hypertensive heart disease and hypertensive vascular disease may 
emerge from the predisposing constitutional hypertension. This clarification of the situation 
is of value for the management of individual cases.—]. Bauer, M.D., The Nature of Essential 
Hypertension, A. M. A. Archives of Internal Medicine, January, 1957. 
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SEVERE DIABETIC ACIDOSIS TREATED WITH THE ARTIFICIAL KIDNEY 
REPORT OF A CASE COMPLICATED WITH ACUTE RENAL FAILURE 


Shigeto Aoyama, M.D. 
and 
Willem J. Kolff, M.D., Cleveland 


The artificial kidney offers a means of treating 
a patient with diabetic acidosis by removing the 
coma-producing acids from the blood and correct- 
ing the electrolyte derangement. While such 
metabolic acid products as acetoacetic acid and 
their precursors, such as acetone, are being dialyzed 
out of the blood, sodium bicarbonate from the 
rinsing fluid passes through the cellulose membrane 
and enters the blood. During dialysis electrolytes 
tend to equilibrate across the dialyzing membrane 
so that the composition of electrolytes in the blood 
plasma approaches that in the rinsing fluid (table 1). 
If the rinsing fluid chosen is appropriate, any elec- 
trolyte disturbance can be corrected. 

The purpose of this paper is to report a case of 
diabetic acidosis that did not respond to conserva- 
tive measures but was successfully treated with the 
artificial kidney. A complicating anuria necessitated 
a second dialysis. The end-result was favorable. 

A 21-year-old woman without previously known 
diabetes developed diabetic coma. According to 
her husband, the patient's father had died in a 
diabetic coma. The patient had had polyuria and 
polydipsia for the past year, but otherwise she had 
been feeling well. She had excessive thirst and 
malaise for three days before the inset of coma. 
During the 18-hour period after admission to a 
hospital, 1,920 units of regular insulin and 7,000 ml. 
of isotonic sodium chloride solution were adminis- 
tered. After this the patient developed shock. Blood 
pressure was 70/30 mm. Hg, and blood sugar con- 
tent was 500 mg. per 100 ml. Urinary output was 
300 ml. on the first day of coma and decreased to 
17 ml. on the fourth day. On that fourth day of 
coma the serum potassium level was 6.3 and the 
serum carbon dioxide-combining power was 5.5 
mEq. per liter. The patient was transferred to the 
Cleveland Clinic Hospital. She did not respond to 
questions, but she responded to paintul stimuli. 
The face was flushed. The neck was not rigid. There 
was slight pitting sacral edema. Decubital ulcers 
were present over the right heel, the left malleolus, 
and the sacrum. The rectal temperature was 102 F 
(39 C), blood pressure 90/60 mm. Hg, pulse rate 
120 per minute. Respirations were 32 per minute 
and were of the Kussmaul type, with stridulous 
overtones and tracheal rales. Rhonchi and breath 
sounds were so harsh that heart sounds were 
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Hemodialysis, with the disposable coil 
with diabetes in the anuric phase of uremia 
and in severe acidosis. The blood urea con- 
tent was reduced from 117 to 48 mg. per 
100 mi. in six and one half hours. Dialysis 
corrected the acidosis, removed catabolites, 
and made further medical management 
possible 


inaudible. The pupils reacted to light; the eyeballs 
were not soft; and there was no diabetic reti- 
nopathy, exudation, or papilledema. The abdomen 
was normal. Tendon reflexes were hypoactive. 
Babinski's and Oppenheim’s signs were present 
bilaterally. 

Before the results of our own laboratory tests be- 
came available, it was evident that here was a 
young woman with diabetes, in the anuric phase of 


Taare 1.—Composition of Rinsing Fluid*® for the 
Artificial Kidney 
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uremia, in severe acidosis, and perhaps with potas- 
sium intoxication as suggested by the laboratory of 
the other hospital. To correct the acidosis and to 
counteract the effect of possible potassium intoxi- 
cation, she was given an infusion of 500 ml. of iso- 
tonic sodium chloride solution, to which 50 units 
of regular insulin, 40 mEq. of sodium lactate, and 
80 mEq. of sodium bicarbonate had been added. 
Then the results of the laboratory tests became 
available (table 2). 
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As the degree of uremia (blood urea, 117 mg. 


per 100 ml.) in itself did not seem to warrant 
dialysis, and, as neither the level of serum potas- 
sium nor the electrocardiogram indicated hyperkale- 
mia, conservative treatment was continued. The 


Taste 2.—Effect of Dialysis as Shown by Blood Studies of 
Patient in Diabetic Coma 
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Day of dialysis, 


accumulation of mucus and sputum in the trachea 
became alarming, and tracheotomy was performed 
so that the airway could be cleared frequently by 
suction. The patient's condition was carefully 
followed, and at about midnight it was believed to 
be getting worse. 

At 3 a. m., hemodialysis with the disposable 
coil kidney ' was started. (It is possible to set up the 
machine and be ready for operation within one 
hour if 2 pt. [about 1,000 cc.] of fresh blood is 
available.) Since the patient's blood pressure was 
so low that an adequate blood flow from the radial 
artery could not be expected, a catheter was passed 
through the saphenous vein into the inferior vena 
cava. The blood was drawn from the inferior vena 
cava into the dialyzing unit by a Sigmamotor pump 
and was returned after dialvsis to an antecubital 
vein. During the run, 15 units of regular insulin 
was given intravenously. (Intramuscular injection 
is not recommended during dialysis, since the pa- 
tient is heparinized.) The blood flow through the 
artificial kidney was 200 ml. per minute, so that 
within 6.5 hours 78 liters of blood was dialyzed. The 
blood urea content was reduced from 117 to 48 mg. 
per 100 ml. (see figure); the alkali reserve was im- 
proved to 19 mEq. per liter; and the blood sugar 
level was decreased from 500 to 216 mg. per 100 ml. 

As there was an oozing from the fresh trache- 
otomy wound and from the cut-down site, 30 mg. of 
protamine sulfate was administered intravenously 
to neutralize the heparin at the end of dialysis. The 
patient's sensorium seemed to be somewhat im- 
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proved, but she still was unable to answer ques- 
tions. The Kussmaul respiration had ceased. The 
changes in blood chemistry are recorded in table 2. 
The patient's condition continued to improve, and 
four days after dialysis her sensorium had cleared 
sufficiently so that she could answer questions in- 
telligently. Urinary output had increased to 200 ml. 
per 24 hours. On the next day, nine days after the 
onset of coma, the urinary output was 400 ml. per 
24 hours, but the blood urea level had risen to 171 
mg. per 100 ml. 

The patient was given a second treatment with 
the artificial kidney for six hours, this time not so 
much for the correction of acidosis as for the relief 
of uremia. The indwelling saphenous cannula that 
had been used for the first dialysis was used a sec- 
ond time. On the two days following the second 
dialysis, urinary output was 745 ml. and 1,880 ml. 
respectively. Seven days after the second dialysis 
(16 days after the onset of coma), the blood urea 
level was 45 mg. per 100 ml., the uremic symptoms 
had disappeared, and the patient's personality was 
restored. 


The diabetes proved to be “brittle.” Its control 


and the slow healing of the decubital ulcers re- 
quired a prolonged period of clinical observation. 
The patient was discharged 52 days after the onset 
of coma; management at home consisted of a dia- 
betic diet and daily injections of insulin. 


DAYS AFTER ONSET OF COMA 


Chart of findings in 21-year-old woman in diabetic coma 
and with acidosis who was treated with artificial kidney on 
fifth and ninth day after onset of coma. 


Comment 


At the onset of diabetic coma, this patient re- 
ceived 7,000 ml. of saline solution in 18 hours, 
which corrected dehydration, but she received no 
sodium lactate or sodium bicarbonate to correct the 
acidosis (serum carbon dioxide-combining power, 
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5.5 mEq. per liter). This resulted in the strange 
re of a patient in severe acidosis and in coma 
without the usual dehydration. She might have 

been saved with conventional methods, if the 
acidosis had been corrected earlier, but when we 
saw her she seemed beyond this possibility. Dialysis 
corrected the acidosis, removed catabolites, and 
made further medical management possible. The 
acute renal failure probably was caused by the 
combination of hypotension and severe acidosis. 


2020 East 93 St. (6) (Dr. Kolff). 
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THE FUTURE OF HEMODIALYSIS IN MILITARY MEDICINE 
Major Paul E. Teschan 
and 


Capt. Charles R. Baxter, (MC), U. S. Army 


It is common knowledge that the medical serv- 
ices achieved the highest survival record in military 
medical history in their care of combat casualties 
during the Korean war. The ultimate survival ex- 
pectancy of combat casualties who lived long 
enough to be evacuated from the firing line ex- 
ceeded 97%. Few realize, however, that one case 
of acute renal insufficiency occurred in every 200 
such combat casualties. thus decreasing the sur- 
vival expectancy in this group to less than 20%. 
Of all casualties, 20% were killed in action; 80% 
survived initially, received medical care, and en- 
tered the evacuation chain; 2 to 3% of these died 
later of their wounds, and 0.5% developed post- 
traumatic renal insufficiency. The survival data 
(fig. 1) indicate a comparable percentage in the 
several series of patients studied during the Korean 
war and those studied in Italy during World War 
II.’ Survival rates varied between 10 and 20%, with 
an ) op survival time of approximately one 
week. 

The establishment of a renal insufficiency center 
within helicopter range of the forward surgical 
hospitals in Korea had two definite effects on the 
casualties treated. The over-all survival rate was 
increased, and survival time in fatal cases was pro- 
longed. Direct comparison of data between series 
of patients in Korea is not possible because an 
estimate cannot be made of the number of patients 
in each series who might have been candidates 
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About 0.5% of combat casualties who 
renal insufficiency, and thereafter present 
one of the most complex and challenging 
problems known in clinical physiology and 
bedside management. This is becouse potas- 
sium and nitrogen accumulate at very rapid 
rates after injury in the absence of renal 
function. Although dialysis must be viewed 
as only one measure among many that con- 
tribute to optimal care, experience at a 
renal insufficiency center in Korea demon- 
strated that dialysis may frequently prolong 
life until diuresis permits ultimate recovery. 
Even though the increase in survival rate and 
the prolongation of average survival time 
among patients treated by dialysis did not 
represent as large a gain as was hoped, 
dialysis will remain an integral part of the 
treatment of these patients. Present experi- 
ence suggests thot newly developed dialyzer 
models may greatly improve the efficiency of 
dialysis treatment of these patients in the 
future. 


for dialysis. The over-all increase in rate of survival, 
however, supports the conclusion repeatedly sug- 
gested by clinical experience, namely, that a proper- 
ly equipped renal insufficiency center is the situation 
of choice for the treatment of these patients. 


From the United States Army Surgical Research Unit, Brooke Anny ee 
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Even though the increase in survival rate among 
patients treated by dialysis and the prolongation of 
the average time of survival did not represent much 
of a net gain, it must be pointed out that the exact 
time of diuresis in post-traumatic renal insufficiency 
cannot be predicted (fig. 2). Collateral evidence 
indicates that post-traumatic renal insufficiency 
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Fig. 1.—Post-traumatic renal insufficiency survival data. 
SRT =surgical research team. RIC=renal insufficiency cen- 
ter. 


occurs not as an all-or-none phenomenon but 
rather as a functional injury having considerable 
range of severity.” 

Therefore, it may be assumed that longer sur- 
vival ultimately implies a higher incidence of diu- 
resis and a higher over-all recovery record. Figure 
3isa ae re example. This patient had marked 

of both potassium intoxication and clini- 
cal uremia by the fifth postwound day. Except 
for the fact that recurrent sequences of clinical and 
chemical deterioration were reversed by dialysis, 
it is believed that this patient could not have 
survived until the diuretic phase of his illness that 


Post-wound doy on which urine volume exceeded 1000 mi/24 hours 
in 29 surviving patents 


Fig. 2.—Post-traumatic renal insufficiency: postwound day 
of diuresis. 


occurred in the fourth and fifth weeks after wound- 
ing. In order for a patient to survive beyond the 
second week of oliguria, a —— must over- 
come or circumvent the problem of marked wast- 
ing, failure of wound healing, and an increasing 
incidence of sepsis. Nevertheless, treatment by 
dialysis must remain an integral and necessary 
segment of treatment. 
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That hemodialysis is the proper solution to the 
enormous chemical problem is shown in figures 
4 and 5. The frequent high levels of plasma potas- 
sium obtained on admission and the rapid average 
rate of potassium accumulation (0.7 mEq. per 


° 10 20 30 
POST-WOUND DAY 
Fig. 3.—Serial nonprotein nitrogen, . hematocrit, 
and urine volume data on patient post-traumatic renal 
insufficiency. 


liter per day) are shown in figure 4. The circle in 
the verticle bar indicates the mean, and the bar 
itself the range for the number of patients in- 
scribed above it. Although newer forms of cation- 
exchange resins provide a large measure of control 
of plasma potassium concentration and therefore 
of myocardial potassium intoxication, instances 
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big. 4.—Frequent high levels of plasma potassium obtained 
on admission and rapid average rate of potassium accumu- 
lation (0.7 —_ per liter per day) in post-traumatic renal 
inst 


may occur wherein resins are ineffective. Figure 5 
shows that both high initial values and rapid subse- 
quent accumulation of nonprotein nitrogen are 
characteristic findings. The lower accumulation 
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gradients shown in figures 4 and 5 represent calcu- 
lated estimates for nontraumatized individuals, 
according to Strauss." 

By placing a cellophane membrane of large sur 
face even between stream of rapidly Sowing bleed 
and a relatively large volume of bath solution 
containing the principal extracellular fluid electro- 
lytes, one may adjust the bath composition in such 
a way as to establish concentration gradients of 

ally any desired magnitude between the 

and the bath. By diffusion, it is possible to 
raise or lower the concentrations of the principal 
chemical constituents of the extracellular fluid. 
The Brigham-Kolff rotating-drum dialyzer was the 
model used at the renal insufficiency center in 
Korea. This dialyzer achieved the desired chemical 
changes in a uniform and predictable fashion. It 
was obvious, however, that this instrument was 
unwieldy and too fragile in many respects for 
military use. 


POST-WOUND DAY 

Fig. 5.—High initial values and rapid subsequent accumu- 

lation of nonprotein nitrogen in post-traumatic renal insuffi- 

ciency. 


After the Korean war, a number of new designs 
of dialyzers have been or are being developed in an 
attempt to incorporate a large surface area into a 
very small space. Most of these new designs consist 
of separate components that are very small and easy 
to handle. It is apparent that this type of design 
should prove of great value in a military situation. 
However, the newer models have been tested in 
relatively moder fixed hospitals, laboratories, and 
shops. Therefore, a testing program was inaugu- 
rated at the United States Army Surgical Research 
Unit to determine the specific usefulness of a di- 
alyzer in military medicine under field conditions. 

Military requirements for new designs of di- 
alyzers include (1) a relatively high dialysance, 
(2) portability of the component parts of the blood 
and dialysate circuits, (3) the ability to act as an 
ultrafilter, (4) minimum destruction of 
leukocytes, and platelets during dialysis, (5) easy 
assembly of the dialyzer and the circuit, and (6) 
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freedom from mechanical difficulties, such as leaks 
in either the blood or dialysate circuit during actu- 
al operation in the field. 

Dialyzers for military use must be of a size 
and weight easy to handle, and they must also be 
of sturdy structure. The portability of a unit is 
affected by the volume of blood required to fill 
the circuit dead space and by the amount of water 
and electrical power needed for optimal operation. 
Ultrafiltration is desirable because patients fre- 


_ quently have received an excessive amount of water 


and electrolyte solutions prior to their arrival at 
a treatment center. Easy assembly allows for re- 
placement of component parts fabricated in facto- 
ries far from the installation where the instrument 
may be used. 

Three models of dialyzers (the Kolff coil-type, 
the MacNeill Mark Xb5, and the MacNeill Mark 
XIb-26) are being tested using a circuit assembly 
modified to monitor the characteristic performance 
features. Although each model is different in de- 
sign, testing indicates that these designs may prove 
satisfactory for military use. From the information 
gained through this testing program, it is — 
that plans may be formulated for a future renal 
insufficiency center. 

Our interest in small, portable dialyzers must 
not imply that they should be moved, perhaps by 
air, to a patient's bedside. It must be emphasized 
that, although this is a possible procedure, it is 
incompatible with proper medical therapy. Patients 
suffering from post-traumatic renal insufficiency 
present one of the most complex and challenging 
problems known in clinical physiology and bedside 
management. Dialysis must be viewed as only one 
measure among many that contribute to optimal 
care. The decision to employ dialysis and when, as 
well as the probable effect of dialysis in each cir- 
cumstance, must be approached in conjunction with 
the over-all management of each patient. There- 
fore, experienced physicians must necessarily make 
this decision and assume complete responsibility 
for the patient. Such experience is, of course, not 
difficult to obtain. Portability, therefore, is desirable 
only in terms of moving the renal insuffici 
center itself as required by the military situation. 


Summary 

Hemodialysis remains an essential measure in 
the treatment of patients with post-traumatic renal 
insufficiency. A dialyzer should consist of small, 
easily handled, sturdy component parts that may 
be readily transported from depots or manufactur- 
ing plants. The dialyzer unit should be relatively 
small, efficient, yet safe and functionally reliable. 
It must not be injurious to elements of the blood, 
and, if necessary, it must act as an ultrafilter of 
plasma. Requirements for volume of blood, water, 
and electrical power must be minimal. 

Dialysis should be undertaken at specialized 
treatment centers where physicians, laboratory sup- 
port, and other facilities are adequate to cope with 
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problems of management that are likely to occur. 
The testing program being conducted may be ex- 
pected to yield valuable data concerning the equip- 
ment, staff, and operative procedures necessary for 
any future renal insufficiency center. 

206 Clem Rd., San Antonio 9, Texas (Major Teschan). 


Figures are reproduced, with modification, with permission 
from the American Journal of Medicine ( 1@3172-198 [Feb.] 
1955). 
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URINARY FINDINGS DIAGNOSTIC OF PYELONEPHRITIS 
George G. Jackson, M.D., Hans G. Grieble, M.D. 
and 
Kermit B. Knudsen, M.D., Chicago 


Classic acute clinical pyelonephritis offers little 
difficulty with respect to diagnosis. Fever and sys- 
temic symptoms are usually present and often se- 
vere. The dysuria, frequency of urination, and the 
backache with characteristic localization and radia- 
tion of pain make the cause of illness readily appar- 
ent. In contrast, chronic pye tis causes ap- 
proximately 50% of the cases of nephritis that are 
found at autopsy without any antecedent history of 
recognized genitourinary disease; it is also the 
process at fault in one-half of the cases diagnosed 
clinically only as uremia.’ Thus, chronic pyelone- 
phritis presents considerable diagnostic difficulty 
during the patient's life. 

In other studies we have shown that chronic 


struction of the urinary tract are ambulatory and 
may have few acute symptoms. The physician's 
attention might not even be directed toward the 
urinary tract, and, when it is, the interpretation of 
the urinary findings with regard to the presence or 
absence of chronic pye can be difficult 

The present report considers the preoperative 
urinary findings among 71 patients who underwent 
unilateral nephrectomy for variable types of renal 
disease. Pathological examination of the resected 
organ provided a basis for differentiating the urin- 
ary findings, among the group with and without 
anatomic lesion. The contralateral kidney usually 
appeared free from disease or at least sufficiently 
so to warrant nephrectomy. 


From the Research and Educational Hospitals and the Department 
of Medicine, University of Ilinois College of Medicine. 


microscopic study of the resected kidneys. 
Pyelonephritis was present in 42 and absent 
in 29. Pyuria was present in 88%, of the pa- 
tients with pyelonephritis and in 53% of the 
patients without pyelonephritis. Miscroscopic 
hematuria was uncommon in the patients with 
pyelonephritis unless another abnormality of 
the urinary tract also was present. It occurred 
in 47% of those patients with kidney dis- 
eases other than . No signifi- 
cant difference in the severity of proteinuria 
was found between the two groups. Pyuria, 
the absence of microscopic hematuria, and a 
low degree of proteinuria were therefore 
characteristic of but not specifically diag- 
nostic of chronic pyelonephritis. Bacteriologi- 
cal studies showed that it was necessary to 
obtain urine specimens by catheter for re- 
liable identification of the specific bacterial 
etiology of a urinary infection; the enumer- 
ation of bacteria in voided specimens was 


itial study in the diagnosis of chrunic pyelo- 
nephritis. 


ee of Army in World War Il: Surgery in World War II: Phys- 
The relation of preoperative urinary find- V 
ings to the pathological conditions revealed 19 
ot operation was studied in 71 patients who 
underwent unilateral nephrectomy. After the 
operation the findings in the preoperative 
urinalysis done by customary procedures 
were reviewed and related to pyelonephritis 
and other diagnoses established by gross and 
urinary tract infection, even in the absence of acute 
symptoms, is the characteristic clinical history of 
patients with diffuse inflammatory nephritis.’ Pa- 
tients with chronic pyelonephritis without any ob- 
entirely suitable for detecting significant 
bacteriuria, and is recommended as the in- 
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Clinic patients with hypertension also were ob- 
served in order to compare the suitability of voided 
and catheterized specimens of urine for study. The 
identification of the bacterial species and the 


Taste 1.—Incidence of Proteinuria Among Patients with 
Renal Disease 


Patients With Patient« Without 
Pyelonephritic, Pyelonephritic, 
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enumeration of bacteria were used in the compari- 
son of the specimens and in the interpretation of 
positive urine cultures. 


Methods 


The 71 patients who had had nephrectomies per- 
formed during the decade 1945-1954 were identified 
from the records of the department of pathology. 
The records and many of the histological sections 
of the resected kidney were reviewed with regard 
to the major anatomic diagnoses. The clinical hospi- 
tal charts were reviewed with regard to the pre- 
operative urinary findings as determined by gen- 
eral hospital procedures. 

Female patients attending the hospital outpatient 
clinic because of hypertension were selected for a 
more detailed study of the methodology of bacter- 
iological culture of the urine. The pairs of voided 
and catheter specimens were not always obtained 
on the same day, but each patient had at least three 
specimens obtained by catheterization, which were 
identical within the limits analyzed, and compared 
with the voided specimen obtained after cleansing 
of the vulva and urethral meatus. The urine was 
refrigerated immediately and diluted for quantita- 
tive culture of the bacteria present within an hour. 

Results 

Chronic pyelonephritis was present in 58% of the 
resected kidneys. The frequency of pyelonephritis 
with various types of anatomic lesions in the kidney 
was found to be the following: nephrolithiasis, 85%; 
hydronephrosis, 83%; congenital anomaly, 50%; car- 
cinoma, 7%; and tuberculosis, none. Thirty, or 42%, 
of the 71 patients had the same types of anatomic 
lesions but no pyelonephritis. 

Pyuria.—Seventy-eight per cent of the patients 
with pyelonephritis had pyuria. This exceeded 10 
leukocytes per high-power field in 58% of the pa- 
tients, while it was of lower degree in 20%. Of the 
patients with pyelonephritis, 22% showed no leuko- 
cytes per high-power field, as shown by a single 
preoperative urine specimen. Of the patients with- 
out pyelonephritis, 47% showed no leukocytes in 
the preoperative specimen, 20% showed 2 to 10 
leukocytes per high-power field, and 33% showed 
more than 10. The differences in the incidence and 
magnitude of pyuria among patients with and with- 
out pyelonephritis is statistically significant, but it 
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is noteworthy that pyuria was present in 53% of the 
— 
ritis. 

Hematuria.—A statistically significant difference 
was observed in the occurrence of microscopic he- 
maturia among patients with and without pyelone- 
phritis. Hematuria was more characteristic of the 
group without pyelonephritis. Forty-three per cent 
of these patients excreted considerable numbers of 
erythrocytes (more than 10 per high-power field) 
in the urine; 10% excreted 2 to 10; and 47% excreted 
none. No microscopic hematuria was found among 
58% of patients with pyelonephritis. Only small 
numbers of erythrocytes (2 to 10 per high-power 
field) were observed in another 20% and more than 
10 in 22% (these latter patients all had other geni- 
tourinary diseases, usually a congenital anomaly or 
nephrolithiasis, in addition to pyelonephritis ). 

Proteinuria—Some degree of proteinuria was 
present among 65% of the patients with pyelone- 
phritis, but more than one-half of these, or 35% of 
the entire group, excreted only trace amounts of 
protein in the urine as indicated in table 1. Massive 
proteinuria was uncommon regardless of the pres- 
cent of patients with renal diseases other than 
pyelonephritis did not have detectable amounts of 
protein in the urine. Although this was a greater 
proportion than among the group with pyelone- 
phritis, the differences are not statistically signifi- 
cant 


Bacterial Cultures of the Urine.—In 104 urine 
specimens collected from 52 patients attending the 
outpatient clinic because of hypertension, the bac- 
teria excreted in the urine were enumerated. One- 


Percent of cultures 


Log number of micro-crganisms/ml. 


Quantitative bacterial cultures of urine in 52 patients with 
hypertension and infected urine. 


half of the specimens yielded no bacterial growth. 
In the other 52 specimens, a wide range was ob- 
served in the numbers of organisms present, but the 
majority of specimens contained fewer than 100,000 
bacteria per milliliter ( see figure ). Bacterial cultures 
of the urine obtained from the remaining patients 
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had one million or more colonies per milliliter, and, 
most frequently, a billion organisms were present. 
Thus, among the persons who had a positive urine 
culture, the data suggest two different groups, ac- 
cording to the number of organisms present. The 
division separating the two groups was 100,000 


bacteria per milliliter of urine. 
Taste 2.—Comparison of N in Fifty Pairs 
of Voided and Catheterized Urine Samples 
(Corre 
Corresponding — 
Speci 
mi. of rine tens 
Bacteria Mi. of Urine ———— Total Differ 
in Catheter Specimens “None Pairs ent,” 
orresponding specimens 


Suitability of the Voided and Catheter Specimen 
for Culture—A comparison of 53O pairs of voided 
and catheter specimens of urine from the same in- 
dividuals, according to the number of bacteria re- 
covered from each sample, is shown in table 2. 
Among 15 pairs in which the catheter sample 
showed no growth, 10, or 67% of the voided samples 
were positive. However, none of the latter contained 
100,000 organisms or more per milliliter of urine. 
Among 11 catheter specimens that yielded a posi- 
tive culture but less than 100,000 colonies per milli- 
liter, the voided specimen produced the same result 
in 10 of the 11, or 91%, of the observations. When 
the catheter specimen gave a heavy growth, there 
was complete agreement with the results obtained 
by culture of the voided sample. Thus, by com- 
parison, the voided specimen of the pair was differ- 
ent 50% of the time when the growth was less than 
100,000 colonies per milliliter, but it was comparable 
to the catheter specimen in 96% of cases in which 
the growth from the catheter sample was greater 
than 100,000 colonies per milliliter. 

The etiology of the infection as determined by 
the pairs of voided and catheter specimens is shown 
in table 3. When a single bacterial species was ob- 
tained from the catheter specimen, another or differ- 
ent species was recovered from the voided sample 
in one-half of the pairs; when multiple species were 
grown from the catheter specimen, the resuits from 
culture of the voided sample were the same only 
once among 10 pairs. Over all, the collection of 
urine in the two different ways was comparable 
with regard to the bacterial etiology of the infec- 
tion in only one-third of the pairs; more species 
were present in one-half of the voided specimens 
and fewer or different strains in 17%. 


Comment 


The difficulties in establishing pathognomonic 
features of pyelonephritis in the urine have been 
commented upon in many studies of py: 
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Weiss and Parker * emphasized that, clinically, the 
sharp separation of the various pathological stages 
was difficult, and before them Gibson * and Long- 
cope * noted that in some cases of pyelonephritis 
there was no albumin in the urine and so small a 
discharge of pus that its recognition required micro- 
scopic examination of the centrifuged deposit. 

We now have a far better understanding of the 
different pathological types of nephritis and, with 
regard to pyelonephritis, better definition of the 
histological stages and factors in the pathogenesis 
of the disease.“ Recently, the use of renal biopsies 
has added information from relatively well pa- 
tients.” The present report also provides data from 
patients who are not in the terminal or late stages 
of renal failure and still has the advantage of in- 
cluding information obtained from a pathological 
examination of the kidney. 

Pyuria is the hallmark of pyelonephritis, and, in 
general, the degree of pyuria tends to parallel the 
severity of the inflammatory process.” As_ these 
studies show, however, pvuria is not always present 
with pyelonephritis nor always indicative of bac- 
terial inflammation of the kidney. Pus cell casts 
always mean parenchymal inflammation, but they 
are not common. Clumps of leukocytes are fre- 
quently found in the urine, however, and these 
usually come from the kidney parenchyma. 

In 1951, Sternheimer and Malbin” renewed in- 
terest in certain characteristics of the leukocytes 
excreted in pyelonephritis. Through the use of the 
stain recommended by these authors, we have 
found a good correlation between pyelonephritis 
and the presence of pale-staining leukocytes in the 
urine.” When the urine has a low osmolarity, these 
cells also show Brownian motion of the cytoplasmic 
granules, “Granular motility cells” have been con- 
sidered the criterion of pyelonephritis, but we be- 
lieve the staining characteristics of the cells are the 


Taste 3.—Etiology of Infection According to Pairs of \ vided 
and Catheterized Urine Specimens 


tore 
(orresponding 

Specimens, No — 

Macterial Species 

Bacteria] Species (tained tal Differ. 

trom Catheter Specimen Nome Other Fewer Pole ent. 


important feature and granular motion is incidental. 
The supravital staining technique is especially help- 
ful among patients with low degrees of pyuria and 
chronic pyelonephritis. 

In contrast to the occurrence of pyuria, the oc- 
currence of hematuria with pyelonephritis should 
be looked upon with suspicion. It is a warning 
signal that suggests the desirability of further in- 
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vestigation of the patient for tumor, — 


Protein in the urine always indicates involvement 
of the renal parenchyma, either pathologically or 
functionally. The amount of protein excreted is 
ae in two respects: it might indicate the stage 

pyelonephritis or it can suggest another kidney 
hss instead of, or in addition to, pyelonephritis. 
Except during some acute episodes, the excretion of 
large amounts of protein, that is 3+ to 4+, or 
greater than 3 Gm. per day, is not characteristic 
of pyelonephritis until the advanced or preterminal 
stages of the disease. When chronic pyelonephritis 
occurs as a complicating dia- 
betic intercapillary glomerulosclerosis, amyloidosis, 
glomerulonephritis, nephritis of lupus erythema- 
tosus, periarteritis, renal embolism, venous throm- 
bosis, or advanced arteriolar lerosis, the 
continued excretion of considerable amounts of 
protein in the urine is a reasonably good indicator 
of the presence of dual diseases. 

Our data regarding the number of bacteria ex- 
creted in the urine of patients with a positive cul- 
ture are in agreement with those of Kass.” Quanta- 
tive cultures enable one to identify with confidence 
the patient who has a significant bacteriuria, even 
in the absence of symptoms. Patients with fewer 
than 100,000 bacteria per milliliter in the freshly 
voided urine may require further observation. Often 
this represents urethral contamination, while at 
other times it is the result of recent but inadequate 
antibacterial treatment. About 5% of the patients 
with low bacterial counts actually have chronic 
pyelonephritis. In the healed stages, of course, 
bacteriuria may disappear. 

The similarity in the numbers of bacteria in 
specimens of urine that were obtained by voiding 
and by catheterization of female patients is im- 
portant. Voided specimens should always be used 
in the first examination for the presence of urinary 
infection. If quantative cultures are done, the re- 
sults can be interpreted with confidence. Thus, the 
potential dangers of catheterization can be elimi- 
nated. Among patients with significant bacteriuria, 
however, catheterization still appears necessary to 
obtain the best data with regard to the etiology and 
consequently optimum treatment of the infection. 


Summary and Conclusions 


The preoperative urinary findings among 71 pa- 
tients upon whom a nephrectomy was performed 
for different types of predominantly unilateral kid- 
ney disease provided a comparison between a 
group of patients with pyelonephritis, which was 
present in 58% of cases, and a similar group without 
pyelonephritis. 
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Pyuria was significantly more frequent among the 
former group but still was recorded as absent in 
22% of patients with pyelonephritis. Fifty-three 
per cent of patients without pvelonephritis also 
had pyuria. Hematuria was indicative of a disease 
process other than, or in addition to, pyelonephritis. 
Thirty-five per cent of patients with pyelonephritis 
had no proteinuria and 35% only a small amount 
of protein in the urine by qualitative test. 

Among clinic patients with hypertension, the 
enumeration of bacteria in the urine showed two 
groups among those with positive cultures. One 
group excreted more than 100,000 organisms per 
milliliter of urine; the other and larger group ex- 
creted fewer bacteria, which were believed to 
be contaminants in the majority of cases. Voided 
specimens from female patients, when cultured 
quantitatively, are entirely suitable for detecting 
significant bacteriuria, and it is the recommended 
procedure in screening patients for urinary tract 
infection. Catheter specimens are more reliable 
with regard to the specific bacterial etiology of 
the infection. 


1853 W. Polk St. (Dr. Jackson). 
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UNILATERAL RENAL DISEASE AND HYPERTENSION 
REPORT OF THREE SUCCESSFULLY TREATED CASES 
Joyce Dunn, M.D. 
and 
Harold Brown, M.D., Salt Lake City 


In recent vears considerable attention has been 
focused on unilateral renal disease as a cause of re- 
mediable hypertension. The purpose of this paper 
is to report our experience at the Salt Lake City 
Veterans Administration Hospital with nephrectomy 
for hypertension associated with unilateral renal 
disease. Four patients with hypertension and uni- 
lateral renal disease have been subjected to ne- 
phrectomy to alleviate their hypertension. Of these, 
three were cured of their high blood pressure. 

The relationship between renal disease and hy- 
pertension and the possibility of a renal humoral 
mechanism as a cause of the hypertension have been 
alluded to for many vears by various investigators. 
Bright’ in his original article in 1884 was probably 
the first to recognize a relationship between ad- 
vanced renal disease and hypertension. In 1905 
Katzenstein* ligated the renal pedicle of animals for 
a short period and noted a temporary rise in blood 
pressure following release of the ligatures. Janeway" 
also produced hypertension in dogs by putting con- 
stricting ligatures about the renal artery. In 1927 
Crabtree‘ recorded cases in which a diseased kidney 
was removed with subsequent relief of the associ- 
ated hypertension. In 1929 Ask-Upmark’ reported 
observations on subjects with hypertension in whom 
postmortem examination revealed disease of only 
one kidney. Finally, in 1934 Goldblatt and co-work- 
ers” stimulated a rebirth of interest in this field 
when they demonstrated that prolonged hyperten- 
sion could be produced in dogs by reduction in the 
arterial blood supply to the kidney. The enormous 
amount of experimentation which resulted from this 
report has failed, however, to vield a uniform expla- 
nation of the mechanism involved. In 1937 Butler’ 
was the first to recognize unilateral renal disease 
as a cause of hypertension in man when he success- 
fully treated a hypertensive child by nephrectomy. 
The success of this operation led to the widespread 
use of nephrectomy as a treatment for hyperten- 
sion. By 1948 Homer Smith,” reviewing the litera- 
ture, recorded 262 cases of hypertension with 
unilateral renal disease treated by nephrectomy, of 
which only 19% resulted in cure. He also pointed 
out the difficulty of assessing before surgery which 
patients would be relieved of their hypertension. 
This cast a gloomy outlook on the prospect of curing 
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At the present time the bulk of evidence 
seems to implicate pyelonephritis and various 
vascular lesions as the two main causes of 
renal hypertension. The theory is that an 
ischemic kidney elaborates a proteolytic 
enzyme (renin) which combines with a plasma 
globulin to produce on active pressor poly- 
peptide which elevates the blood pressure. 
The manifestations of unilateral disease vary, 
but suspicion should be aroused when the 
history includes recent trauma to the abdo- 
men or flank, abdominal or flank pain 
mimicking abdominal disease, a known 
source of emboli, and past pyelonephritis. 
Ureteral catheterization for measurement of 
sodium and water excretion will aid in the 
detection of an increased number of such 
cases. 


hypertension by removal of a single diseased kidney. 
His more recent review” was only slightly more 
optimistic. 

Other investigators have attempted to obtain 
definite criteria for the diagnosis of hypertension 
resulting from unilateral renal disease. Notable 
among those who have contributed to this effort are 
Perera and Haelig'” who, in 1952, drew attention to 
the type of patient who seemed most likely to bene- 
fit from nephrectomy; Howard'' who applied 
White's '* observation that there was a depression of 
sodium and water excretion by an ischemic kidney; 
and Howard and his co-workers '* and Burns '* who 
stressed the importance of renal angiography in 
demonstrating renal artery constriction as an indi- 
cation of the renal etiology of hypertension. 


Report of Cases 


Case 1.—A 20-year-old male was admitted to the Salt 
Lake City Veterans Hospital Dec. 15, 1947, complaining of 
pain in his left flank of five days’ duration. The patient had 
been well until 10 days prior to admission, at which time he 
noted gradual onset of generalized malaise, slight headache, 
chills, and temperature of 104 F (40 C). One week before 
admission, he had pain on urination and noticed that his 
urine was red. Five days prior to admission he developed 
persistent dull aching left flank pain which radiated around 
to the left groin and testis and soon became so severe that 
he came to the hospital for treatment. There was no history 
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of trauma to the abdomen or lumbar area. Army physical 
examinations on May 12, 1945, and May 31, 1945, had re- 
vealed no significant findings. 

On physical examination the patient appeared in good 
health. Positive physical findings included a blood pressure 
of 160/120 mm. Hg, some spasm of the peripheral arterioles 
in the fundus, tenderness to percussion in the left costoverte- 
bral angle with pain radiating to the left groin and testis, 
and shetty cervical, axillary, and inguinal nodes. 

The white blood cell count, differential, volume of packed 
red blood cells, sedimentation rate, and electrocardiogram 
were all within normal limits. The blood urea nitrogen level 
was 21 mg. per 100 ml. The urine had a specific gravity of 
1.018 and showed 1+ albumin and 10 to 20) * “ood cells 
and an occasional white blood cell per high-p« held. The 
total phenolsulfonphthalein (PSP) excretion was 55% in two 
hours. A culture of the urine grew nonhe » Micrococcus 
(Staphylococcus ) pyogenes var. aureus. 

A flat film of the abdomen showed no abnormalities. The 
intravenous pyelogram demonstrated a normal opacification 
of the calyces of the left kidney, but no contrast medium was 
present in the right kidney at the end of 30 minutes. Retro- 
grade studies revealed a normal kidney on the left but a 
complete obstruction to the dye at the ureteropelvic junction. 
Cystoscopy revealed an infantile ureteral meatus on the right. 

When laparotomy was performed on Dec. 20, 1947, an 
aberrant artery and vein were found to be occluding the right 
ureter near the pelvis. In the hope that removal of the right 
kidney would lower the blood pressure, a right nephrectomy 
was performed. Histological examination of the kidney 
a hydronephrosis, pyelitis, and chronic-active pyelone- 

tis. 

After nephrectomy the patient's hospital course was un- 
complicated. His blood pressure fell to 132/72 mm. He on 
the fifth postoperative day and remained at this level on re- 
peated examinations over the four years that he was followed. 


Case 2.—A 32-year-old man was admitted to the Salt 
Lake City Veterans Hospital Feb. 2, 1953, in a semicomatose 
state. One month prior to admission the patient was struck 
on the right side by a car and knocked unconscious for ap- 
proximately five minutes. His side became distended and 
painful, but x-ray of his spine and observations at this hos- 
pital revealed no abnormalities. His blood pressure was 
100/60 mm. He. For one week after discharge, he had diffi- 
culty in walking because of a dull pain in the right lumbar 
region which radiated down the right leg He was then 
asymptomatic until the day of admission, when he was 
found unconscious in his car and brought to this hospital by 
the police. 

One year prior to admission he had passed a railroad em- 
ployment physical examination. There was no history of hy- 
pertension, back pain, frequency, dysuria, kidney infection, 
visual disturbances, headaches, or dizziness. 

Physical examination revealed an unkempt male who was 
comatose but reacted to painful stimuli. His blood pressure 
was 260/150 mm. He. Funduscopic examination revealed a 
grade 4 retinopathy. Moderate stiffness of the neck was de- 
tected on flexion, but the neurological examination was oth- 
etwise negative. 

Lumbar puncture revealed a slightly bloody cerebrospinal 

id under a pressure of 190 mm. HO. fluid contained 
36,600 red blood cells per cubic millimeter and 56 mg. of 
protein per 100 cc. The white blood cell count was 34,200, 
with 92% polymorphonuclear neutrophils, 2 lymphocytes, 
and 6% monocytes. The volume of packed red blood cells 
was 47%. The urine contained 2+ albumin, 6 to 8 white 
blood cells per high-power field, and 3 to 4 granular casts 
per low-power field. The specific gravity was 1.010. The 15- 
minute PSP excretion was 20% and the total excretion 60°. 
Culture of the urine was negative. The blood urea nitrogen 
level was 19 mg. per 100 ml. The electrocardiogram was nor- 
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mal. The electroencephalogram was reported as being mod- 
erately abnormal because of generalized 4-to-6-per-second 
slow activity and localized 2-to-4-per-second waves in the 
left posterior quadrant. 

Intravenous pyelography demonstrated a small right kid- 
ney with no function, but a second examination with 70% 
sodium acetrizoate (Urokon) revealed some function of the 
right kidney. The left kidney was normal. Retrograde pye- 
lography showed some retention of dye in the collecting 
structures on the right after 10 minutes. It also showed the 
right kidney outline to be smaller than that of the left kid- 
ney, which appeared normal. Normal ureters and bladder 
were found during cystoscopic examination, but no urine 
was obtained from the right kidney. Differential water and 
sodium excretions were not measured. 

The patient regained consciousness in two days. It was the 
impression at this time that his episode of unconsciousness 
resulted from cerebral hemorrhage secondary to severe hy- 
pertension. Because of (1) the short duration of the hyper- 
tension, (2) its “malignant” character, (3) the findings of 
one poorly functioning and one well-functioning kidney, and 
(4) a history of trauma to the region of the right kidney 
one month prior to admission, it was thought that this pa- 
tient probably had hypertension associated with unilateral 
renal disease. Therefore, a right nephrectomy was per- 
formed on March 12, 1953. Pathological examination of the 
right kidney revealed it to be hypoplastic with focal areas of 
cortical necrosis and healing. 

The patient's postoperative course was complicated by 
hypotension and oliguria; but, with arterenol and intraven- 
ous fluid therapy, he began to excrete urine and his blood 
pressure stabilized at around 140/80 mm. Hg. Subsequent 
renal function tests showed a total PSP excretion of 50%. 
The urine contained no albumin or blood cells, and the 
specific gravity was 1.016. The patient's visual acuity im- 
proved and the retinopathy reverted to normal. On three re- 
admissions for other problems, the blood pressure record- 
ings were 150/100, 120/70, and 120/80 mm. He. The last 
blood pressure recording was made three years after nephrec- 
tomy. 


Caste 3.—A 56-year-old rancher was admitted to the Salt 
Lake City Veterans Hospital on Dec. 29, 1953, complaining 
of six weeks of intermittent headache, nausea, and vomiting 
and four weeks of blurred vision. The patient had been ac- 
tive and considered himself well until six weeks prior to ad- 
mission, when he had an episode of nausea and vomiting. 
He was hospitalized and found to have a blood pressure of 
240 mm. Hg (no diastolic pressure recorded). After hos- 
pitalization he developed severe occipitofrontal headaches 
which were occasionally accompanied by vomiting, feelings 
of lightheadedness, blurred vision, and mild ankle edema. He 
also had one episode of momentary loss of consciousness. 
Because he did not respond to treatment, he was referred to 
this hospital. 

In 1918 the patient had passed an Army physical exami- 
nation. In 1920 he noticed the onset of retrobulbar head- 
aches and a feeling of pressure in his head, both of which 
had persisted until the time of admission. In 1922 he was 
told by an insurance examiner that he had high blood pres- 
sure. In 1925 he was again examined for insurance, but no 
mention was made of his blood pressure. Prior to the pres- 
ent illness, he had noted no dysuria, frequency, back pain, 
dizziness, or visual disturbances. There was no history of 
trauma to the abdomen or lumbar area. 

Physical examination revealed a small, well-developed, 
ruddy-faced male who was apprehensive but did not appear 
chronically ill. Positive physical findings included a blood 
pressure of 270/120 mm. Hg and bilateral papilledema with 
hemorrhages, exudates, and spasm of the vessels. No costo- 
vertebral angle tenderness was present. 
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The white blood cell count, differential, volume of packed 
red blood cells, and electrocardiogram were all within nor- 
mal limits. The blood urea nitrogen level was 22 mg. per 
100 ml. The urine contained 1+ albumin and 1-3 red blood 
cells and 3-5 white blood cells per high power field. The spe- 
cific gravity was 1.021. The 15 minute PSP excretion was 
33° and the total 49% in two hours. No organisms were 
cultured from a catheterized urine specimen. 

X-ray and fluoroscopic examination of the chest revealed 
the heart to be normal in size but demonstrated moderate 
concentric hypertrophy of the left ventricle. Intravenous pye- 
lography showed an atrophic left kidney with no concentra- 
tion of dye in 20 minutes and good filling of the right kid- 
nev. Retrograde studies revealed extensive extravasation of 
dye around the proximal end of the left ureter into the kid- 
ney parenchyma. The right kidney pelvis and calyces were 
normal by this examination. A normal bladder was found on 
cystoscopy, but there was no excretion of dye from the left 
kidney. 

Because of the rapidly progressing hypertension with 
roentgenographic findings of unilateral renal disease, a left 
nephrectomy was performed on Feb. 9, 1954. Pathological 
examination of the kidney revealed renal hypoplasia, arterio- 
sclerosis, and a minute cortical adenoma. 

The patient's postoperative course was uncomplicated. 
Two days after nephrectomy the blood pressure had dropped 
to 138/90 and by the eighth day it had stabilized around 
130/80 mm. He. Postoperatively, the total PSP excretion 
was 57%, the blood urea nitrogen level was 19 ma. per 
100 cc., and the urine was normal. Papilledema disappeared 
and visual acuity improved. When the patient was readmit- 
ted to this hospital for joint disease 10 months later, his 
blood pressure was 140/85 mm. Hg. About two years after 
the operation, his blood pressure was still normal. 


Case 4.—A 57-year-old male was admitted to the Salt Lake 
City Veterans Hospital on March 9, 1956, complaining of 
persistent severe headaches of four weeks’ duration. The 
patient had been well until two years prior to admission, 
when he noted the onset of an unexplained nervous feeling. 
This was followed six months later by occasional throbbing 
morning headaches which were relieved by aspirin. These 

vadaches increased in frequency and intensity until four 
months prior to admission, when they became constant, 
would often wake him at night, and were associated with 
blurring of vision. He saw a doctor at this time who told 
him his blood pressure was elevated. The pills and bed rest 
which were prescribed did not relieve him of his headaches, 
even though he was told they lowered his blood pressure. 
Because the headaches became even more severe and were 
associated with persistent vomiting, the patient was referred 
to this hospital for treatment. 

There was no history of hypertension. Blood pressures 
taken 10 and 1% years prior to admission had not been ele- 
vated. The patient had never had kidney disease, back pain, 
dysuria, frequency, dizziness, or trauma to the lumbar region. 

Physical examination revealed a sallow, chronically ill ap- 
pearing male. His blood pressure was 240/140 mm. Hg. 
Funduscopic examination revealed grade 3 retinopathy with 
hemorrhages and exudates. Post-tussive rales could be heard 
in both the right apex and the right base posteriorly. The 
liver was palpable 3 cm. below the right costal margin and 
the spleen was palpable 1 cm. below the left costal margin. 
There was no costovertebral angle tenderness. 

The white blood cell count was 15,000 per cubic milli- 
meter, with a differential of 77% polymorphonuclear neu- 
trophils, 1% juvenile cells, 18% lymphocytes, and 4% mono- 
cytes. The electrocardiogram showed left ventricular hyper- 
trophy. The level of blood urea nitrogen was 11 mg. per 100 
mil., the creatinine level was 2.2 mg. per 100 ml, and the 
uric acid level was 3.4 mg. per 100 ml. The urine contained 
no albumin, but there were 1-3 red blood cells and 1-3 white 
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blood cells and an occasional granular cast per Toor 
was negative. The PSP excretion was 45% in 15 minutes 
and 100% at two doen 

Chest fluoroscopy demonstrated an elongated, tortuous 
aorta, bilateral pulmonary fibrosis with some emphysema, 
and a heart of normal size. Intravenous pyelography showed 
a small right kidney that only after a marked delay con- 
centrated the dye. Retrograde pyelography was not remark- 
able. Cystoscopic examination revealed minimal excretion of 
dye on the right. Differential water and sodium excretions 
showed the following findings: from the right kidney the 
volume excreted was 0.9 cc. and the sodium concentration 
was 18 mEq. per liter; from the left kidney 22 cc. was ex- 
—_ and the concentration of sodium was 17 mEq. per 

A right nephrectomy was performed on the patient on 
March 29, 1956. Pathological examination of this kidney re- 
vealed it to be 20 Gm. below the normal in weight and to 
have only minimal nephrosclerotic changes without evidence 
of other renal disease. 

The operation was followed by a precipitous drop in the 
blood pressure to 100/60 mm. Hg for one week, after which 
it gradually began to rise and finally stabilized around 
170/90 mm. Hg at rest. With activity the blood pressure was 
labile and would often rise to 210/110 mm. He. The patient 
was discharged on reserpine therapy. Two months later, when 
the patient was seen in outpatient clinic, there was improve- 
ment in his retinopathy, but the blood pressure recorded at 
this time was 180/100 mm. Hg. There was no further 
change one year after surgery. 


Comment 


Experience with the cases reported and a review 
of the literature have given us some general impres- 
sions of unilateral renal disease and hypertension. 

Mechanism.—The extensive research stimulated 
by the report of Goldblatt and his associates” has 
failed to produce any unanimity of opinion of the 
mechanism involved in the production of renal 
hypertension. The theory which seems to be favored 
most by Page'’ and other investigators is that an 
ischemic kidney elaborates a proteolytic enzyme 
(renin) which combines with a plasma globulin 
(hypertensinogen) to produce an active pressor 
polypeptide (angiotonin) which elevates the blood 
pressure. Renin has been found to be present in 
increased amounts in dogs in which hypertension 
was produced by the method of Goldblatt,” but it 
eventually disappears even though the hypertension 
persists. Many theories have been proposed to eluci- 
date this problem further but none has been proved 
or accepted. 

Etiology.—At the present time the bulk of evi- 
dence seems to implicate pyelonephritis and various 
vascular lesions as the two main causes of renal 
hypertension. The renal pathology in the 47 cases 
reviewed by Smith" showed pyelonephritis in 25 
cases and hydronephrosis, tuberculosis, tumors, and 
various vascular lesions in the remainder. In 1954 
Perera’ reviewed his successful cases and found 
that in almost all of them pathological examinations 
showed a definite vascular lesion or an inflammatory 
lesion such as pyelonephritis. Howard and co-work- 
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ers'* from their analysis of six cases stated that the 
pathological alterations they found were uniformly 
those of impaired blood supply to a part or some- 
times all of the kidney. Other cases reported in the 
literature '’ reveal vascular lesions such as aberrant 
arteries, constriction of the renal pedicle, and nar- 
rowing, thrombosis, or partial obstruction of the 
renal artery to be the cause in cases which were 
successfully treated. 

The acceptance of the renin-angiotonin mecha- 
nism as the cause of hypertension resulting from uni- 
lateral renal disease necessitates that the kidney 
lesion produce some degree of vascular insufficiency 
to an area of viable renal tissue. The cause-and- 
effect relationship between vascular lesions and 
ischemic renal tissue is readily conceivable, but the 
same relationship is not quite as clear in pyelone- 
phritis. Burns,"* in 1953, reported observations 
which may be pertinent. He examined the kidneys 
of 12 patients in an attempt to ascertain why some 
of his patients with hypertension and pyelonephritis 
were relieved of their hypertension by nephrectomy 
while others were not. In reviewing histological sec- 
tions of the kidneys, he found that, in all cases in 
which hypertension was relieved, there had been 
severe sclerosis of the renal pedicle. In cases in 
which there had been no improvement there was 
minimal sclerosis. An occasional subject who had 
sclerosis was not relieved of his high blood pressure 
after nephrectomy. He postulated that, if the renal 
pedicle is involved early in the disease when there 
is still functional kidney tissue to react, hypertension 
will result; but, if the cortex is involved first and the 
renal pedicle later, involvement of the kidney can 
no longer produce hypertension. 

Howard"' made another interesting observation 
which further supports the concept that ischemic 
renal tissue is the producer of renin. In an effort to 
discover why some renal infarctions resulted in hy- 
pertension while the majority did not, they ex- 
amined the kidneys of both groups. They found in 
all cases in which hypertension was present that the 
infarct was surrounded by an area of tubular 
atrophy indicative of vascular insufficiency while in 
the other group the infarcts were sharply circum- 
scribed by normal tissue. They hypothesized that 
ischemic renal tissue rather than the infarct was 
responsible for hypertension. 


Clinical Picture 


In 1952 Perera and Haelig'’ reported what they 
considered to be the characteristic history of those 
patients with unilateral renal disease and hyper- 
tension who had been cured by nephrectomy; name- 
ly, the course of the disease was an accelerated one; 
the hypertension was of short duration; headaches, 
retinopathy, and high diastolic pressure were com- 
mon. Increasing numbers of reports in the literature 
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of cured cases indicate the following facts about the 
clinical history of subjects with hypertension result- 
ing from unilateral renal disease. 

Age.—Statistical data show the incidence of essen- 
tial hypertension to be low before the age of 20, 
increasing to 25% at the age of 40. Perera ** states 
also that in his experience essential hypertension 
does not begin after the age of 45. Therefore, the 
sudden onset of hypertension below or around the 
age of 20 and above the age of 50 should suggest 
hypertension associated with unilateral renal dis- 
ease. However, reports in the literature indicate that 
no age group is immune. 

Onset and Course.—The feature of the history 
which seems to be the most characteristic of almost 
all cases is the rather sudden onset of an accelerated, 
malignant-type hypertension with accompanying 
hypertensive symptomatology, particularly head- 
aches and retinopathy. This usually occurs in pa- 
tients with no previous record of high blood pres- 
sure but in several cases has been observed to be 
superimposed on a preexisting chronic hypertension. 

Manifestations.—The manifestations of this dis- 
ease vary greatly. Review of many case reports in- 
dicates, however, that there are certain facts which, 
when obtained in the history, should raise the index 
of suspicion. They are (1) recent history of trauma 
to the abdomen or flank,'’ (2) recent abdominal or 
flank pain which may mimic almost any type of 
abdominal disease and which may be indicative of 
a vascular lesion in a kidnev,'* (3) a known source 
of emboli,’* and (4) a history of pyelonephritis."” 

Laboratory Data.—In the main, reports of cases in 
the literature fail to indicate characteristic changes 
of renal function in subjects with hypertension and 
unilateral renal disease. The spectrum of changes in 
renal function varies from normal function to a non- 
functioning kidney. Deming,’ however, in 1954 
reported cases and experimental studies which sug- 
gest that there may be characteristic changes in 
renal function which can be attributed to renin. 
These changes consist of a modest decrease in con- 
centrating ability, polyuria, polydypsia, nocturia, 
and albuminuria. He pointed out that experimental 
renal hypertension in animals is associated with an 
increased turnover of water and salt and a fall in 
specific gravity which may occur before or at the 
same time as the hypertension develops. He further 
pointed out that a normal kidney under the influ- 
ence of renin secretes more albumin than before and 
may not demonstrate adequate concentrating power. 
He found all of the above-mentioned characteristics 
in the patients he reported and cited many cases in 
the literature in which these changes were noted. He 
also pointed out that these characteristics may also 
be useful in dating the onset of the renal lesion. 

More recently, Howard '' has emphasized an in- 
teresting anomaly of sodium and water excretion in 
patients with unilateral renal disease and hyper- 
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tension. White '* had found in the dog that partial 
constriction of a renal artery resulted in a perma- 
nent decrease in the excretion of sodium and water 
by that kidney. This would happen only if the other 
kidney were normal. He also found that this reduc- 
tion in sodium and water excretion usually occurred 
before changes in glomerular filtration rate could 
be detected. Howard measured the sodium and 
water excretion of patients with unilateral renal 
disease and hypertension, of patients with essential 
hypertension, and of one patient with pyelonephritis 
but without hypertension. In all the subjects with 
unilateral renal disease and hypertension, there was 
at least a 50% decrease in water excretion and a 
15% decrease in sodium excretion from the involved 
kidney. He pointed out that even though such 
things as the ureteral catheterization itself and leak- 
age around the catheter may interfere with volume 
measurements, measurement of the concentration of 
sodium in the ureteral urine may still vield valuable 
information. It is of interest to note that, in our one 
subject whose hypertension did not respond to 
nephrectomy, the sodium excretion did not predict 
a successful result by Howard's criteria. It is our 
feeling that volume studies can be misleading and 
most likely were misleading in this case. 

Radiology.—Intravenous pyelography and _retro- 
grade pyelography have been useful in demon- 
strating atrophic and nonfunctioning kidneys, but 
they cannot be used as definitive diagnostic criteria. 
It is not an uncommon occurrence to find a hyper- 
tensive patient with an atrophic kidney the removal 
of which did not effect cure of the hypertension. 
Also there are cases in which kidneys structurally 
and functionally normal have been removed with 
cure of the hypertension. Aortography and renal 
angiography are also proving to be important diag- 
nostic adjuncts in suggesting the renal origin of 
hypertension. Howard "' and Perera and Haelig ‘° 
found aortography of great value in demonstrating 
constriction of the renal artery and showed that this 
may be the only indication of the renal origin of 
hypertension. 

Summary 


Of four cases of unilateral renal disease and 
hypertension three were cured by nephrectomy. 
Unilateral renal disease is an uncommon but not 
rare cause of hypertension. Increasing evidence in- 
dicates that a vascular abnormality which limits 
the blood supply to an area of viable renal tissue 
may be responsible for the development of hyper- 
tension. In the past only 20% of nephrectomies have 
resulted in cure of hypertension, indicating that 
more definitive diagnostic criteria than are avail- 
able are needed. The two procedures which seem 


most promising are differential ureteral catheteriza- 
tion for measurement of sodium and water excretion 
and renal arteriography for visualization of the renal 
vasculature. 

We believe that the recognition of a compatible 
clinical picture plus the use of differential ureteral 
catheterization will result in the detection of an in- 


creased number of cases of hypertension secondary 
to unilateral renal disease. 


Veterans Administration Hospital, 12th Avenue and E 
Street (31) (Dr. Brown). 
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CERVICAL DISK LESIONS 
Guy L. Odom, M.D., William Finney, M.D. 
and 
Barnes Woodhall, M.D., Durham, N. C. 


Cervical disk lesions have come to be recognized 
as one of the common causes of upper extremity 
pain and cervical myelopathy. The classic descrip- 
tions by Stookey,’ Semmes and Murphey,’ and 
Brain * have not been improved. It is the purpose 
of this paper to reassess and evaluate the progress 
made in the treatment of cervical disk pathology 
by reviewing the cases of 246 patients whose surgi- 
cally verified disk lesions were treated over a 16- 
vear period from 1940 to 1956. 

In order to obtain a clear understanding of these 
lesions and avoid conflicting nomenclature, we 
have divided them into four groups: (1) unilateral 
soft disk protrusion with nerve root compression: 
(2) foraminal spur, or hard disk, with nerve root 
compression, (3) medial soft disk protrusion with 
spinal cord compression; and (4) transverse ridge 
or cervical spondylosis with spinal cord compres- 
sion. The cases have been reviewed from the stand- 
point of the role of trauma as an inciting factor, 
neurological findings, variations in the classic pic- 
ture, roentgenographic changes as compared with 
myelographic findings, disk protrusions at other 
levels, incidence of recurrences at same level, and 
results. 


Unilateral Ruptured Disks and Foraminai Spurs 


Distribution of Lesions by Interspace.—The uni- 
lateral ruptured disk and the unilateral foraminal 
spur or so-called hard disk have been grouped to- 
gether in the discussion of symptoms and signs, 
because they frequently cannot be differentiated on 
a clinical basis. Among the 246 cases there were 
175 unilateral ruptured soft disks with nerve root 
compression which were verified by operation. The 
majority, 122 (70%), were located at the sixth cer- 
vical interspace, 42 (24%) at the fifth interspace, 
10 (6%) at the seventh interspace, and 1 at the 
fourth interspace. The patients ranged in age from 
19 to 66 years, the average age being 42 years 
There were 46 foraminal spurs with nerve root 
compression which were verified by operation. 
Twenty-two (48%) were located at the sixth cervi- 
cal interspace, 18 (39%) at the fifth interspace, and 
6 (13%) at the seventh interspace. The patients 
ranged in age from 30 to 64 vears, the average age 
being 49 years. 


Frum the Dian, Due an Dube 


Among 175 cases of unilateral ruptured 
soft disk, the lesion in 122 cases was found 
at the sixth cervical interspace. Among 46 
cases of foraminal spur with nerve root com- 
pression, the lesion in 22 cases was found 
at this same level. This was the most frequent 
location for either lesion. Compression of the 
sixth or seventh cervical nerve roots impaired 
the function of the muscles of the arm, but 
the muscular effects of lesions at these two 
levels did not differ enough to afford a basis 
for distinguishing between them. Hypalgesia 
observed in 173 patients affected the thumb 
most frequently (43 cases) when the lesion 
was at the sixth cervical nerve root and the 
second finger most frequently (100 cases) 
when the lesion was at the seventh cervical 
nerve root. This did not afford a reliable 
basis for preoperative diagnosis of the level 
of the lesion, because with involvement of 
either nerve soot hypalgesia was often found 


localizing the lesion was likewise found to be 
limited. Criteria for evaluating the results of 
surgical treatment were applied in a follow- 
up study of 175 patients who were operated 
on for unilateral disks; the results were ex- 


Incidence of Trauma.—Trauma was rather hard 
to evaluate as an inciting factor for cervical disk 
lesions. We have, therefore, divided the entire 
series of patients into two groups. The first group 
consisted of 52 patients (19%) who gave a history 
of trauma followed immediately by symptoms ref- 
erable to the neck. In this group there were 43 uni- 
lateral ruptured disks (25%) and five foraminal 
spurs (10%). The second group consisted of $2 
patients (31%) who at some time in the past had 
had a head or neck injury which was not associated 
with symptoms referable to the neck immediately 
after the injury. In this latter group there were 66 
unilateral ruptured disks (38%) and 11 foraminal 
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8 
in more than one finger. The value of roent- 
genographic and myelographic methods of 
cellent in 94. The results of operations for 
foraminal spur, medial disk protrusion, and 
cervical spondylosis were observed in smaller 
series and varied considerably from those in 
unilateral ruptured disk. 
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spurs (24%). Twenty of the patients with unilateral 
ruptured disks (10%) and two patients with foram- 
inal spurs (4%) reported that pain was present 
on awakening in the morning. 

Taste 1.—Incidence of Motor Involvement Due to Sixth 

Cervical Nerve Root Compression 
Lateral Total Patient« 
Affected 


Foraminal A 
Spur, Protrusion,—- 

Musele Affected No. No. No. % 

Bicep-tricep ..... 8 5 
Bicep tricep-deltoid 2 
3 4 7 


Neurological Findings.—The neurological find- 
ings in the 221 patients operated on for unilateral 
ruptured disks and foraminal spurs were essentially 
the same as those outlined in previous reports.* The 
symptoms common to all levels were pain in the 
neck, shoulder, arm, and occasionally the anterior 
part of the chest. The arm pain extended along the 
lateral aspect and usually stopped above the level 
of the wrist, but at times it was associated with 
pain or numbness in one or more fingers. It was 
aggravated by movement of the neck, especially on 
looking upward, and occasionally by coughing or 
sneezing. Examination revealed that the neck was 
held in a fixed position, and the arm pain was re- 
produced by hyperextension of the neck and by the 
head-and-neck compression test. Tenderness was 
present over the lower cervical spine and a trigger 
area lateral to the lower cervical spine. 

Of the signs, motor involvement due to com- 
pression of the sixth and seventh cervical nerve 
roots was detected in 204 (93%) of the 221 pa- 
tients operated on, as shown in tables 1 and 2. 
Isolated weakness of the triceps, biceps, and deltoid 
muscles was involved (in order of frequency as 
listed) with compression of the sixth nerve root 
and of the triceps, deltoid, and biceps muscles with 


Taste 2.—Incidence of Motor Involeement Due to Seventh 
Cervical Nerve Root Compression 


Lateral Total Patient« 
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compression of the seventh nerve root. At times 
various combinations of muscle weakness were 
elicited. 

Hypalgesia was present in 173 (78%) of the 221 
patients operated on, varying in extent from a nar- 
row band along the lateral aspect of the arm, fore- 
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arm, hand, and over several fingers to impairment 
confined to one finger. Compression of the sixth 
cervical nerve root produced hypalgesia more fre- 
quently in the thumb (71%) (table 3), whereas 
compression of the seventh cervical nerve root pro- 
duced hypalgesia more frequently in the second 
finger (in 70%) (table 4). However, with involve- 
ment of either nerve root it was not uncommon to 
find hypalgesia in more than one finger. 
Comparison of Roentgenographic and Myelo- 
graphic Findings.—Abnormal roentgenographic find- 
ings, which included loss of normal curvature of 


Tasre 3.—Incidence of Hypalgesia Due to Sixth Cervical 
Nerve Root Compression 
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the cervical spine, narrowing of the disk, and spur 
formation, could not be relied upon as indication 
of the site of nerve reot compression. It was not 
unusual to have narrowing of the disk and spur 
formation at one level and to have the myelogram 
negative at this interspace with a defect at the 
normal-appearing disk. Abnormal changes in the 
plain roentgenograms of the cervical spine coin- 
cided with myelographic defects in only 30% of the 
cases of unilateral soft disk protrusions at the fifth 
and the sixth cervical interspace. The films were 
normal for 50 patients with unilateral ruptured 
disks and 1 patient with foraminal spurs and were 
abnormal for 121 patients with unilateral ruptured 


Tasre 4.—Incidence of Hypalgesia Due to Seventh Cervical 
Nerve Root Compression 
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disks (69%) and 44 patients with foraminal spurs 
(96%). The localizing value of roentgenographic 
and myelographic findings in the case of patients 
with compressions of the sixth and seventh cervical 
nerve roots is shown in table 5. 

Operative Complications.—In the 221 patients 
who were operated on for unilateral ruptured disks 
and foraminal spurs, there were no deaths, and 
only 6 patients (3%) had operative complications. 
The complications included three cases of wound 
infections, two of which were stitch abscesses; the 
third infection was due to a retained sponge. One 
patient had a wound hematoma which did not ex- 
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tend through the muscle layer. In these four cases 
hospitalization was prolonged, but the patients did 
not develop any residual difficulty. However, a 
fifth patient had a residual neurological deficit in 
the form of paralysis of the latissimus dorsi muscle 
due to trauma to the nerve root. 

The one major complication was a case of cere- 
bral anoxia secondary to anesthetization. During 
the induction phase of anesthesia a laryngeal spasm 
occurred for several minutes but was not considered 
serious by the anesthetist at the time. No difficulty 
was encountered during the operation, but after the 
procedure the patient failed to respond and had 
numerous tonic and clonic seizures. He improved 
during the next few weeks to a state where he 
could recognize people but remained partly aphasic 
with a partial spastic quadriplegia. 

Disk Protrusions at Same and Other Levels.—The 
incidence of postoperative recurrence of disk pro- 
trusions and foraminal spurs at the same or other 
levels was low. There were only two recurrences of 
unilateral ruptured disks at the site of the previous 
operation, after 20 and 39 months, respectively, 
both at the sixth cervical interspace on the right. 
In one of these a rupture was also encountered at 
the fifth interspace on the right at the second 
operation. There was likewise a recurrence of a 
medial disk protrusion at the fifth interspace on the 
first postoperative day. 

In three other cases disk protrusions occurred at 
another site in the cervical region. In the first pa- 
tient a unilateral ruptured disk was removed from 
the fifth cervical interspace on the left; 26 months 
later a disk was removed from the sixth interspace 
on the left. The second patient had a foraminal 
spur removed from the sixth interspace on the left 
and then 20 months later had a unilateral disk re- 
moved from the sixth interspace on the right. The 
third patient had a unilateral ruptured disk re- 
moved from the sixth interspace on the right and 
after 40 months had a spur removed from the 
seventh cervical interspace on the left. In 11 cases, 
patients who had had cervical nerve root com- 
pression later required operation for a herniated 
lumbar disk. 

Results of Surgical Treatment.—The following 
criteria were used to evaluate the results in the 
221 patients who were operated on for unilateral 
ruptured disks and foraminal spurs. In the group 
with excellent results were placed those patients 
who had no complaints referable to cervical disease 
and were able to carry on their daily occupations 
without impairment. The group with good results 
included those patients who had intermittent dis- 
comfort which was related to cervical disease but 
which did not significantly interfere with their 
work; the group » °: satisfactory results included 
those who had subje: tive improvement but whose 
physical activities were significantly limited; and 
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the group with poor results included those who did 
not improve or were worse as compared with their 
condition before operation. 

A follow-up was obtained in all but 9 of the 
175 patients who were operated on for unilateral 
ruptured disks. Ninety-four patients (56.6%) had 
an excellent result; 46 (27.6%), a good result; 13 
(7.8%), a satisfactory result; and 6 (3.6%), a poor 
result. Seven patients (3.8%), however, could not 
be properly evaluated because of unrelated com- 
plicating disease. In the foraminal spur group the 
results were not as good. Nineteen patients (45.2%) 
had an excellent result; nine (21.5%), a good re- 
sult: seven (16.7%), a satisfactory result; and four 
(9.5%), a poor result. Three patients (7.1%) in 
this group could not be properly evaluated because 
of unrelated complicating disease. The average 
period of hospitalization in cases of unilateral rup- 
tured disks and foraminal spurs was eight days. 


Medial Disk Protrusions 


There were 14 patients with medial soft disk 
protrusions with spinal cord compression, who 
ranged in age from 33 to 59 vears (average, 46 


Taste 5.—Localizing Value of X-ray and Myelographic 
Findings in Cases of Sixth and Seventh Cervical 
Nerve Root Compression*® 
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vears). The locations of the protrusions were as 
follows: three at the fourth cervical interspace, 
seven at the fifth interspace, and four at the sixth 
interspace. In no cases was a history of trauma 
obtained. 

The symptoms and signs of medial ruptured disks 
varied considerably, as outlined in previous re- 
ports.” In the majority of cases there was progressive 
weakness of the lower extremities, followed by 
numbness and more recent involvement of the 
upper extremities in the form of clumsiness, weak- 
ness, and atrophy. Pain was seldom an outstanding 
complaint. The locations of the disk protrusions 
were determined in the 14 patients by myelography. 

Abnormal changes in the roentgenograms, in- 
cluding narrowing of the disk, spur formation, and 
reverse in the curvature of the cervical spine, were 
present in the 14 cases, but these findings were of 
no localizing value. In the case of the seven rup- 
tures at the fifth cervical interspace, the films re- 


vealed narrowing at this level in two instances 
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(25%) and narrowing at another level in one in- 
stance (14%). A reverse of the cervical curvature 
was present in six cases. In the case of the four 
ruptures at the sixth cervical interspace, the inter- 
space was not narrowed at the level of the rupture 
in any of the cases and was narrowed at another 
level in only one case. There was a reverse of the 
cervical curvature in all four cases. 

There were no results that could be classed as 
excellent after the operation for medial soft disk 
protrusion, but four patients (28.6%) had good re- 
sults, eight patients (57.1%) satisfactory results, 
and two patients (14.3%) poor results. In one of 
the latter patients additional motor weakness 
developed after the operation, and this condition 
has not improved. The second patient who had a 
poor result developed an acute agitated state on 
the 12th postoperative day and had to be trans- 
ferred to the psychiatric service. He recovered com- 
pletely from the mental upset, however, and there 
has been no progression in the spastic paraplegia 
which had developed gradually during the three 
months before operation. 


Cervical Spondylosis 

There were 11 patients with cervical spondylosis, 
whose ages varied from 38 to 69 vears, the average 
age being 51 vears. The locations of the level of the 
ridges producing spinal cord compression were as 
follows: one at the second cervical interspace, two 
at the fourth interspace, four at the fifth interspace, 
three at the sixth interspace, and one at the seventh 
interspace. A history of trauma, followed immedi- 
ately by symptoms referable to the neck, was given 
by two patients (18%); three patients (27%) had 
had an injury to the head or neck with no immedi- 
ate neck symptoms. In this group two patients 
(18%) reported the presence of pain on awakening 
in the morning. 

The symptoms and signs of cervical spondylosis 
were varied and bizarre, with onset ranging from 
several months to three years. The most frequent 
findings were progressive motor weakness and 
spasticity beginning in one or both legs, paresthesia 
of the lower extremities, and later clumsiness of one 
or both hands. In one patient there was a quad- 
riparesis due to compression by a ridge at the 
second cervical interspace. 

X-rays revealed abnormal changes in the 11 cases; 
these included a reverse in the curvature of the 
cervical spine, narrowing of the interspace, and 
spur formation. Positive mvelographic findings were 
revealed in all these cases, but they did not always 
correspond to the level of maximum narrowing. In 
5 cases (40%) there was narrowing of the inter- 
space at the level of the myelographic defect, and 
in 10 cases (90%) there was narrowing at another 
level than that of the myelographic defect. 


spondylosis was 20 days. 
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The results of operation in this small series of 
cases have been fairly encouraging, especially as 
in this group one should be satisfied if the pro- 
gressive degenerative changes in the spinal cord 
have been stopped; therefore, it is important that 
diagnosis be made early. One of the results (9.1% ) 
was classed as excellent, one (9.1%) as good, and 
six (54.5%) as satisfactory. In one of the three pa- 
tients (27.3%) with poor results, there was a return 
of bladder function postoperat'vely but no improve- 
ment in gait; this patient had a complete block at 
the fifth cervical interspace. The second patient was 
68 vears of age and had a complete block at the 
sixth interspace; he failed to improve after the 
operation and remained a nursing problem. The 
third patient, who had a quadriparesis, failed to 
improve after the operation and died one month 
later from renal abscesses and infected decubitus 
ulcers. The average period of hospitalization in 
cases of medial disk protrusions and servical 


Comment 


The pathogenesis of cervical disk lesions is not 
clearly understood, but it would seem that there 
must be a combination of factors responsible for 
the changes rather than one specific cause. The 
incidence of trauma is not large enough to be the 
primary factor for all, or any, of the four types of 
cervical disk lesions under discussion. It would 
seem more likely that, when trauma does occur, it 
aggravates some preexisting condition that has 
already occurred in the disk substance. As shown 
by Keves and Compere,” the loss of water content 
and the decrease in elasticity of the disk with aging 
(the average age is in the fifth decade), combined 
with the fact that some persons are more suscep- 
tible than others and that degenerative changes in 
the disk are frequently seen in patients without 
neurological symptoms, tend to suggest that the 
primary difficulty may be on a metabolic basis. The 
fact that the lesions more frequently occur at the 
interspaces (94% at the fifth and the sixth), which 
are subjected to everyday stress and strain, may 
be used as an argument in favor of trauma as a 
primary or a secondary factor. We are of the opin- 
ion, though, that in the great majority of cases the 
primary difficulty is on a metabolic basis and that, 
when trauma occurs, it is secondary. 

It is our belief that spurs and ridges are the 
result of degenerative changes in the cervical disk. 
Bull,” however, advocates the theory that the foram- 
inal spurs arise from the joints of Luschka as a 
result of effusion into the synovium, secondary to 
degenerative changes in the disk. It is possible 
that some of the foraminal spurs may form in this 
fashion, but it does not seem likely that this could 
account for the ridges along the posterior aspect of 
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the vertebra, which are encountered in cervical 
spondylosis, because the synovial joint of Laschka 
is located only along the lateral aspect of the body 
of the vertebra adjacent to the anterior portion of 
the intervertebral foramen. 

Unilateral compression of a nerve root in the 
lower cervical spine produces a rather typical 
clinical syndrome, but one cannot rely on the neu- 
rological findings or the roentgenographic changes 
to establish a definite diagnosis or determine which 
nerve root is involved. Weakness of the triceps 
muscle was most frequently encountered with com- 
pression of the sixth, the seventh, or the eighth cer- 
vical nerve root, and sensory changes commonly 
overlapped. The roentgenographic changes were 
frequently misleading and coincided with the 
myelographic defects in only 30% of the cases of 
unilateral soft disk protrusions at the fifth and the 
sixth cervical interspace. 

A diagnosis of medial disk protrusion or cervical 
spondylosis should be considered in all cases of 
cervical myelopathy, but a definite one cannot be 
made on a clinical or a roentgenologic basis. Mvelo- 
graphy is necessary to establish the diagnosis and 
the level of the defect. The site of spinal cord com- 
pression may not coincide with the greatest degree 
of change seen in the plain roentgenograms, and 
there may be no correlation between the neurologi- 
cal deficit and the size of the spur or ridge. 

When a unilateral ruptured disk is suspected, the 
therapy of choice at first is conservative in the form 
of halter traction and bed rest, unless moderate 
motor weakness is present. We, however, have not 
been impressed with the results obtained from the 
use of continuous or intermittent traction in reliev- 
ing symptoms and signs of nerve root compression 
due to a verified ruptured cervical disk. It is diffi- 
cult to accept the statistics on conservative therapy 
(Spurling,” 48% excellent and 23% good; Martin 
and Corbin,” 67.2% definite improvement ), because 
the majority of diagnoses have been based on a 
clinical impression and in only a few patients has 
the diagnosis been verified by myelography. From 
a statistical standpoint, these cases should be classi- 
fied as “disk-like syndrome” rather than “ruptured 
cervical disk.” It may be possible that many of 
those who do obtain relief by traction are persons 
in whom an effusion has occurred into the synovial 
joint of Luschka, producing swelling of the joint 
and irritation of the nerve root. In this series, trac- 
tion was tried in 60 patients, with remission of pain 
in 10 (16%), but the ruptured disks were not con- 
firmed by myelography or operation. 

For some reason or another there is still appre- 
hension about cervical disk surgery among mem- 
bers of the medical profession, which is unwarrant- 
ed. Complications can be expected in any type of 
surgery, and results depend upon the amount of 
organic involvement present before the procedure 
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is carried out. In this series the results ranged from 
good to excellent for 84% of those operated on for 
unilateral ruptured disks and for 67% of those 
operated on for foraminal spurs. 

The unilateral ruptured disks were removed by 
performing a partial hemilaminectomy on the lam- 
inas above and below on the involvea side. When 
a foraminal spur was encountered, the nerve root 
was decompressed, and no attempt was made to 
remove the spur except in four cases. Operative 
complications were few, occurring in only 6 of the 
221 patients operated on for unilateral ruptured 
disks and foraminal spurs. One of these patients 
had a major complication of hypoxia due to anes- 
thetization, and one other hid a_ postoperative 
residual neurological deficit in the form of paralysis 
of the latissimus dorsi muscle. There were no 
deaths and no cases of spinal cord involvement 
after the operation. The incidence of postoperative 
recurrence was low; in only two cases (1%) was 
there a recurrence of a unilateral ruptured disk at 
the site of removal. This is thought to be due to 
the relatively small size of the cervical disk. Bull * 
has estimated the volume of the cervical disk to be 
1.0 ce. to 1.4 cc. In connection with herniation of 
the nucleus pulposus in the lumbar region, how- 
ever, he found the volume of the lower lumbar disk 
to be 10 cc, or more. Our series included 11 patients 
(5%) who were operated on for ruptured lumbar 
disks. 

In the cases of spinal cord compression, operation 
was indicated as soon as the diagnosis had been 
established in order to prevent progressive changes 
in the cord. The medial soft disk protrusions were 
removed by a transdural approach. When a ridge 
was encountered, as in the cases of cervical spon- 
dylosis, the cord was decompressed by removal of 
the laminas above and below and sectioning the 
attachments of the dentate ligaments. We feel that 
in these cases, if operation has prevented further 
degenerative changes in the spinal cord, a great 
deal has been accomplished. 


Summary 

In a survey made of 246 patients with surgically 
verified cervical disk lesions, these lesions were 
divided into four groups: unilateral soft disk pro- 
trusions, 175; foraminal spurs, 46; medial soft disk 
protrusions, 14; and cervical spondylosis, 11. 
Ninety-four per cent of the unilateral ruptured 
disks and 87% of the foraminal spurs occurred at 
the fifth and the sixth cervical interspace. The 
average ages of the patients with these lesions were 
as follows: unilateral ruptured disks, 42 years; 
media! ruptured disks, 46 years; foraminal spurs, 
49 years; and cervical spondylosis, 51 years. 

Trauma was difficult to evaluate. Nineteen per 
cent of the patients in the entire series gave a his- 
tory of trauma followed immediately by symptoms 
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referable to the neck, and 31% had had a head or 
neck injury without symptoms referable to the neck 
at the time of injurv. In cases of unilateral soft 
disk protrusion, 25% of the patients gave a history 
of trauma followed immediately by neck symptoms 
and 38% gave a history of trauma without neck 
symptoms. Motor weakness was encountered in 
93% of the patients with unilateral ruptured disks 
and foraminal spurs. Hypalgesia was present over 
the entire thumb in 71% of the patients with com- 
pression of the sixth cervical nerve root and over 
the entire second finger in 70% of the patients with 
compression of the seventh nerve root. 

Abnormal changes in the plain roentgenograms 
of the cervical spine coincided with myelographic 
defects in only 30% of the cases of unilateral rup- 
tured disks at the fifth and the sixth cervical in- 
terspace. Operative complications occurred in six 
patients operated on for unilateral ruptured disks 
and foraminal spurs. There were three wound in- 
fections, one wound hematoma, one trauma to the 
nerve root, and one case of hypoxia due to anes- 
thetization. One patient had some worsening of his 
quadriparesis after operation for medial disk pro- 
trusion. There were two recurrences of unilateral 
ruptured disks at the site of the previous operation. 
Eleven patients were operated on for ruptured 
lumbar disks. 

A follow-up of 96.3% of all patients in this series 
was obtained. The results were good to excellent 
for 84% of the patients operated on for unilateral 
ruptured disks and for 67% of those operated on for 
foraminal spurs. The average period of hospitaliza- 
tion in cases of unilateral ruptured disks and 
foraminal spurs was 8 days and in cases of medial 
disk protrusions and cervical spondylosis 20 days. 
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Steroid Therapy.—Of basic importance in the use of steroid therapy is a knowledge of the effect 
of the administration of an endocrine hormone upon the normal endocrine gland of the recipient. 
For even the least amount has some effect. The degree of effect produced depends upon how 
much hormone is given, and how long. If a person is given a small dose of a hormone, his own 
gland will produce that much less, in order to maintain a normal state. . .. When ACTH is given 
to a person, his own anterior lobe promptly produces less than it did. If the dose of ACTH ex- 
ceeds 1 unit a day the man’s own gland stops making ACTH entirely from the start. For a 
week or 10 days, this does no obvious harm, but after that, atrophy begins. If a person receives 
ACTH, and more than a unit a day, for a long time, say 3 months, then his own anterior lobe 
will have undergone obvious atrophy. During the same time, this excessive stimulus will cause 
the adrenals to hypertrophy, so that after 3 months they are 3 to 4 times the normal size. Now 
if the ACTH be stopped, then the anterior pituitary will slowly resume its function, but even at 
6 months after the stopping, it will not yet have returned to its original size. At the same time, 
the adrenal cortex, which now receives only the subnormal stimulus from its own pituitary 
monitor, rapidly atrophies, becoming in some weeks only a fraction of its normal size, and 6 
months after the ACTH was stopped it has not yet returned to its original size and function. 
R. A. Kern, M.D., The Use and Abuse of Steroid Therapy in Allergic Disorders, Transactions 
and Studies of the College of Physicians of Philadelphia, June, 1957. 
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SURGICAL TREATMENT OF CARDIOSPASM 
(ACHALASIA OF THE ESOPHAGUS) 


CONSIDERATIONS OF ASPECTS OF ESOPHAGOMYOTOMY 
F. Henry Ellis Jr., M.D., Arthur M. Olsen, M.D., Colin B. Holman, M.D. 


Charles F. Code, M.D., Rochester, Minn. 


Cardiospasm, more properly called “achalasia of 
the esophagus,” is a disease of unknown cause. 
Although the physiological aspects of this disorder 
have been clarified in recent years, no general 
agreement exists as to its proper treatment. This 
paper reviews the surgical aspects of this disease 
in the light of our experiences with 55 patients 
undergoing esophagomyotomy. 

Since opinion varies as to the clinical condition 
that should be designated as achalasia of the esoph- 
agus, the term should be defined. It denotes a 
condition in which there is motor failure of the 
esophagus accompanied by failure of the lower 
esophageal sphincter to relax on swallowing. If 
muscular contractions are present at all, they are 
feeble and simultaneous. No effective wave of peri- 
stalsis occurs after deglutition. 

Dysphagia and regurgitation are the most fre- 
quent symptoms, and the distal esophageal obstruc- 
tion may lead eventually to pronounced dilatation. 
tortuosity, and clongation of the esophagus. The 
diagnosis of achalasia of the esophagus is made 
not only on the basis of its clinical features, roent- 
genologic observations, and endoscopic findings but 
also with the aid of studies of esophageal motility. 
Actual measurement of pressures within the esoph- 
agus and at its lower sphincter makes precise 
diagnosis possible and serves to distinguish cardio- 
spasm from other esophageal disorders. The char- 
acteristic response of esophageal pressures to the 
injection of methacholine (Mecholyl) chloride like- 
wise aids in accurate diagnosis. 

It is important to distinguish achalasia from a 
disturbance of esophageal motility known as diffuse 
spasm, in which simultaneous and repetitive con- 
tractions follow swallowing. Pain is a common fea- 
ture of this latter condition, in which dilatation of 
the esophagus is rare and in which muscular hyper- 
trophy may be present. Megaesophagus has been 
considered by some authors to be a separate disease 
entity. In our opinion, it merely represents a severe 
and usually more advanced or chronic form of 
achalasia. 


From the Section of Surgery (Dr. Ellis), Section of Medicine (Dr. 
Olsen), Section of Roentgenology (Dr. Holman), and Section of Physi- 
ology (Dr. Code), Mayo Clinic and Mayo Foundation. The Mayo Feun- 
dation is a part of the Graduate School of the University of Minnesc ta. 
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Achalasia is an absence of effective waves 
of peristalsis in the esophagus with failure of 
the lower esophageal sphincter to relax after 
deglutition. Medical treatment does not re- 
store the normal motility, and mechanical 
dilation of the sphincter is attended by cer- 
tain risks. Surgical intervention, consisting of 
an esophagomyotomy to relieve the obstruc- 
tion caused by the contracted state of the 
sphincter, was carried out by abdominal 
route in 4 potients and by the thoracic route 
in 51. The longitudinal incision in the esopho- 
gus is intended to cut the circularly disposed 
muscle fibers and must not involve the 
mucosa. In most cases it is 8 to 12 cm. long, 
and it extends distally onto the stomach only 
far enough to insure the complete division of 
the distal esophageal musculature. Of 45 
patients followed up more than nine months 
after operation, 38 (84.4%) had either a 
good or an excellent result. They remained 
essentially asymptomatic, regained their lost 
weight, and returned to full-time work. Re- 
sults described as fair and poor were ob- 
tained in five and two patients respectively. 
Postoperative esophageal motility studies 
demonstrated the elimination of the supra 
hiatal portion of the inferior esophageal 
sphincter. It appeared that, by limiting the 
extent of the incision onto the stomach, 
enough of the subhiatal portion of the 
sphincter was preserved to prevent reflux 


Management of Cardiospasm 


The search for physiologically directed treatment 
of achalasia thus far has been unsuccesstul, No 
medicaments have been discovered which will re- 
store the peristaltic activity of the esophagus or 
provide relaxation of the lower esophageal sphine- 
ter at the appropriate time. Therefore, treatment 
has been directed toward reduction of resistance 
at the esophagogastric junction. Experience has 
revealed that the sphincteric mechanism at the 
lower end of the esophagus and the cardia may be 
weakened but must not be destroved. 
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Forceful dilation of this region has been em- 
ploved for many years by many physicians with 
varving degrees of success. The results of hydro- 
static dilation have been reported previously from 
this clinic.’ Permanent relief was noted in 60% of 

patients after one course of such treatment. 
Of the remaining 40%, about half experienced per- 
manent relief after further courses, whereas the 
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Fig. 1.—Age distribution of patients undergoing esophago- 
myotomy. 


other half did not respond to this treatment or 
required periodic dilation. This method is not with- 
out some risk. A “split” of the esophagus occurred 
in 10 of 555 patients thus treated at the clinic, a 
rate of about 2%. Two deaths occurred, giving a 
mortality rate of 0.36%. Although treatment by 
forceful dilation has served a useful purpose, it 
has definite limitations. 

Surgical Aspects.—Historical reviews of the sur- 
gical treatment of this disease have been reported 
and will not be included here. The wave of en- 
thusiasm for surgical procedures that destroy or 
bypass the esophagogastric junction fortunately 
has subsided almost entirely. These procedures, 
including the Wendel cardioplasty, the Hevrovsky- 
Grondahl cardioplasty, and various types of limited 
esophagogastrectomy, have led almost uniformly 
in our experience * to the development of severe 
and sometimes fatal esophagitis. Their further use 
in light of present knowledge must be condemned. 

Heller,’ in 1913, described an operation that, in 
a modified form, has been used by all who recently 
have reported good results in the treatment of 
cardiospasm. As originally described, it involved 
two myotomies of the distal portion of the esoph- 
agus and the cardia performed through the 
abdomen; one myotomy incision was placed an- 
teriorly and one posteriorly. In 1923, Zaaijer * 
modified the operation by means of only one an- 
teriorly placed incision, and it is this modification 
that, in one form or another, now is employed most 
often. Whereas some European surgeons have had 
experience with this procedure for many years,” 
enthusiasm for the operation has been expressed 


J.A.M.A., Jan. 4, 1958 


only recently in this country.* No agreement exists 
as to the indications for surgical intervention in 
achalasia of the esophagus. 

Surgical intervention obviously should be used 
for those patients who fail to respond to properly 
performed hydrostatic dilation. The question re- 
mains as to whether surgery should be employed 
as a primary form of treatment. The following re- 
view was undertaken in the hope of shedding light 
on this question. In addition to the review of our 
results, comments will be made regarding some 
important technical aspects of the operative pro- 


ure. 
Clinical Material 

A total of 55 patients with achalasia of the esoph- 
agus have undergone esophagomyotomy at the 
Mayo Clinic as of May 1, 1957. The diagnosis was 
made on the basis of the characteristic symptoms 
symptoms is of some interest as an indication of the 
and roentgenologic findings. In recent years, the 
diagnosis has been confirmed in some instances by 
studies of esophageal motility. 

Of these patients, 28 were male and 27 were 
female. Their ages ranged from 4 to 76 vears, aver- 
aging 43 vears. Almost half of them were between 
30 and 49 vears of age (fig. 1). The duration of 
type of patient on whom operation was undertaken. 
The symptoms varied in duration from 3 months to 
44 vears, averaging 10 years. More than half of the 
patients had symptoms of one to nine years in 
duration (fig. 2). 

Multiple dilations of the esophagus had been 
done previously in 42 of the 55 patients, either at 
the clinic or elsewhere. Treatment had been tem- 
porarily effective in some instances, whereas dila- 
tion never had been successful in others. Thus, 
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Fig. 2.—Duration of symptoms of patients undergoing 
cophagomyotomy. 


operation was undertaken in the great majority of 
instances because of the failure of dilation. The 
operation was used as a primary method of treat- 
ment for a variety of reasons. Some patients were 
advised to have it because they were psychologi- 
cally unsuited for hydrostatic dilation. In patients 
who have huge, sigmoid-shaped esophagi, it is 
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sometimes impossible to pass a dilator past the 
cardia. The danger of splitting the esophagus is 
great in such patients, and operative intervention 
is now preferred. Patients who have associated de- 
fects, such as a diaphragmatic hernia or an esoph- 
ageal diverticulum, have been advised to have 
the operation without prior efforts at dilation. Some 
of the patients in this series were operated on pri- 
marily because early results with this mode of 
management have been encouraging and enthusi- 
asm for it has grown at our institution. 

A final analvsis of the cases was made on the 
basis of the size of the esophagus at roentgenologic 
examination. This admittedly is far from an accu- 
rate classification. Multiple exposures taken on the 
same patient may be interpreted variously, depend- 
ing on the amount of barium swallowed, the 
amount of retained food and secretions, and the 
intervals at which the exposures are made. There- 
fore, much overlapping may occur in such a classi- 
fication (fig. 3). On this basis, the degree of cardio- 
spasm was classified as mild in 7 patients, mod- 
erately severe in 16, and severe in 32. Most of 
the patients in this last group had huge, elongated, 
tortuous, sigmoid-shaped organs that sometimes 
encroached on the right pleural space (fig. 4). 


Surgical Considerations 


Before consideration is given to the technical 
aspects of the surgical procedure, it is desirable to 
define again the objective of the operation. Results 
of a large number of studies of esophageal motility 
carried out at the clinic and elsewhere * on pa- 
tients with achalasia of the esophagus have empha- 


Fig. 3.—Roentgenographic appearance of three stages of 
achalasia of the esophagus. A, mild. B, moderate. C, severe. 


sized the abnormality that characterizes this dis- 
ease. The zone of increased pressure in the ‘distal 
part of the esophagus, which Fyke and co-workers ” 
clearly demonstrated to be a physiological sphincter 
in normal persons and which is also present in pa- 
tients with achalasia, fails to disappear in response 
to deglutition as it normally should.” The normal 
peristaltic activity of the entire esophagus is absent. 
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Although contractions may be noted after swallow- 
ing in some patients with cardiospasm, a coordi- 
nated, distally traveling wave of peristaltic type 
cannot be demonstrated. Surgical treatment can 
relieve only the obstruction resulting from failure 
of relaxation of the lower esophageal sphincter. 
At the present time, no known procedure can re- 
store normal motility to the esophagus. In relieving 
the distal esophageal obstruction, part or all of the 


Fig. 4.—Posteroanterior roentgenogram of the thorax, taken 
of a 51-year-old woman with achalasia of the esophagus of 
40 years’ duration; tremendously dilated esophagus almost 
fills right thoracic cavity. 


esophagogastric mechanism that prevents reflux 
must be preserved, while part or all of the mecha- 
nism that blocks the passage of material from the 
esophagus to the stomach must be eliminated. 
These are the aims of the operative procedure. 

Both abdominal and thoracic routes have been 
used to accomplish these aims. Although four of 
our patients have been operated on by the abdom- 
inal route, we prefer the thoracic approach, which 
allows better exposure of the region that needs 
correction. The left side of the thorax may be 
entered through the seventh or the eighth inter- 
space. A rib may be resected if desired, although 
this is unnecessary. The inferior pulmonary liga- 
ment is carefully mobilized, and the mediastinal 
pleura overlying the distal part of the esophagus 
is opened. The distal portion of the esophagus is 
mobilized and carefully elevated from its bed by 
an encircling rubber drain. The vagus nerves must 
be identified and preserved. If they are injured, 
pyloric obstruction may occur, and reflux will be 
facilitated. The cardia is then gently elevated into 
the thorax. 
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A long incision is then made in the distal part 
of the esophagus ( fig. 5). The incision is deepened 
to free completely this portion of the esophagus 
of its encircling muscular fibers; the mucosa thus is 
laid bare and protrudes through the incision. In 
addition, the muscular coats of the esophagus must 
be freed laterally, so that at least half of the mu- 
cous membrane of the distal portion of the esoph- 
agus is thoroughly freed. The incision is extended 
generously upward over the dilated part of the 
esophagus. The incision is extended distally onto 
the stomach only far enough to insure complete 
division of all the distal esophageal musculature. 
A long incision onto the stomach is to be avoided, 
for it merely tends to render the esophagogastric 
junction incompetent. Similarly, any incision into 
or across the esophageal hiatus is to be avoided. 
The total length of the incision should be 8 to 12 
cm. in most cases. If the mucosa is penetrated, it 
must be carefully sutured. Such penetration oc- 
curred in nine of our cases. 


Fig. 5.—Esophagomyotomy (modified Heller procedure ). 


After completion of the procedure, the cardia is 
carefully repositioned in the abdomen. Occasion- 
ally, it may be necessary to reapproximate the 
diaphragmatic crus posterior to the esophagus with 
interrupted silk sutures to avoid the postoperative 
development of a diaphragmatic hernia, which like- 
wise might lead to reflux. The mediastinal pleura 
is then closed over the repositioned esophagus, and 
the thorax is closed in layers after an intercostal 
tube is inserted for postoperative drainage. The 
tube is removed in a day or so. Oral feedings are 
started the following day, and the patient is usual- 
ly ready to leave the hospital six to nine days after 
the operation. 

Results 

No hospital deaths occurred in this series of 55 
cases. Complications were encountered in two in- 
stances. A left subphrenic abscess developed in a 
patient who had an upper midline incision, al- 
though an opening in the mucosa of the gastro- 
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intestinal tract was not noticed at operation. This 
abscess was drained successfully without sequelae. 
The second complication occurred in a 69-year-old 
woman who had a cerebrovascular accident and 
myocardial infarction in the postoperative period; 
she recovered from both these episodes. 

Symptomatic Results —To evaluate the effective- 
ness of the operation, follow-up studies have been 
restricted to those patients operated on prior to 
Jan. 1, 1957. A total of 45 patients were operated 
on in this period, and follow-up data are available 
in all instances; 17 have been reexamined at the 
clinic, and 28 have been followed by letter. The 
follow-up time has ranged from 4 months to 7% 
vears, the average being 25 months. 

We have set up rigid criteria for evaluating the 
effectiveness of the operation. To be considered as 
having an excellent result, the patient must be 
completely asymptomatic, have gained weight, and 
have returned to full-time work. Patients classified 
as having good results also have gained weight and 
returned to work but have noticed occasional dys- 
phagia when eating too rapidly or when nervous. 
Certain types of food, notably apples or raw vege- 
tables, may inconvenience these patients. Patients 
with fair results were definitely improved but still 
complained of some persistent dysphagia, pre- 
dominantly from solid foods. Poor results indicate 
no improvement or the development of severe 
symptoms other than dysphagia. The results in these 
45 patients are summarized as follows: excellent, 
26 patients (58%); good, 12 patients (27%); fair, 
5 patients (11%); and poor, 2 patients (4%). 

One of the two patients with poor results was 
found at operation to have a fibrous stricture of 
the distal part of the esophagus complicating the 
achalasia. Lesions of this type probably are treated 
best by means other than esophagomyotomy. Dys- 
phagia has recurred in this patient. The other pa- 
tient, who was operated on seven and on: jialf 
vears ago, has complained of intermittent thoracic 
pain for many years since her operation. A recent 
letter stated that she has severe burning in her 
“throat.” Although the evidence is not clear, we 
assume that she has esophagitis. If so, she is the 
only one of the 45 patients who has experienced 
this complication. Heartburn or regurgitation has 
not been a complaint of any of the other 44 pa- 
tients; however, on specific questioning, 14 stated 
that they occasionally noticed one or both of these 
symptoms. 

The abolition of dysphagia in these patients is 
striking. Patients who have been unable to eat 
normally for years can eat without difficulty the 
day after operation. More significant is the fact 
that this benefit persists. Only two patients have 
noted any regression in their status; both were 
classified originally as having good results but now 
are considered as having only fair results, since 
slight dysphagia recurred two and one-half years 
after operation in one patient and five and one-half 
vears afterward in another. On the other hand, 
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four patients have noticed improvement in their 
status, Originally considered to have good results, 
they are now classified as having excellent results. 
Presumably, these particular patients no longer eat 
—* and they avoid the foods that bother 

One patient who noted slight persistent dys- 
phagia after operation has been relieved by passage 
of both 50 and 60 F. sounds. This type of dilation 
also was done on another patient who had a fair 
initial result, but sufficient time has not elapsed 
since dilation to evaluate the final result. If slight 
persistent dysphagia represents an incomplete oper- 
ation, as it probably does in most of our patients 
classified as having fair results, one or two dilations 
of this tvpe may well disrupt the few remaining 
encircling muscle fibers and lead to good or excel- 
lent results. 

An attempt was made to correlate age, duration 
of symptoms, and initial size of the esophagus with 
the final results. The patients who had poor or fair 
results are so few that significant conclusions can- 
not be reached; all but one had severe cardio- 
spasm, as determined by preoperative roentgeno- 
grams. Neither age nor duration of symptoms 
appeared to have any direct relationship with the 
end-results, although the average age of patients 
having excellent results was somewhat higher than 
that of the other three groups. Tremendous en- 
largement of the esophagus was somewhat less 
frequent before operation in patients having ex- 
cellent results than it was in the other three groups. 

Objective Results.—The relief of symptoms is of 
primary importance in evaluating treatment of a 
condition such as achalasia of the esophagus. 
Nevertheless, a review of objective results may add 
considerably to a fuller understanding of the dis- 
ease itself and to the manner in which surgical 
treatment exerts its beneficial effect. We are fortu- 
nate in having been able to study a large group 
of these patients with postoperative roentgenog- 
raphy and studies of esophageal motility. 

Roentgenographic Studies: Of the 55 patients, 35 
have been studied after operation by means of 
roentgenoscopy and roentgenograms of the esopha- 
gus, stomach, and duodenum. In almost all these 
patients, the presence or absence of regurgitation 
was determined by placing the patients in the 
Trendelenburg position and having them perform 
the Valsalva maneuver. 

Ten patients were studied only in the immediate 
postoperative period; studies in the remaining 25 
were done from 5 to 48 months after operation, 
the average being 20 months. An average of two 
postoperative examinations were done on each pa- 
tient, some being reexamined as many as five times. 

Although we recognize the inaccuracies inherent 
in evaluating esophageal size on the basis of a 
barium-meal examination, the following observa- 
tions were made. A recognizable decrease in esoph- 
ageal caliber occurred in 17 of the 35 patients. 
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In only 1 of the 35 patients could a slight amount 
of regurgitation be produced by the various maneu- 
vers already mentioned, and that patient has an 
excellent result, with no symptoms of heartburn. 
No patient had a diaphragmatic hernia, and no 
evidence of pyloric obstruction was present. 
Some delay in the passage of ingested barium 
from the esophagus into the stomach persisted in 
13 of the 35 patients. Neither this finding nor the 
failure of the esophagus to return to a normal cali- 
ber apparently had any direct correlation with the 
symptomatic results. In some instances, a decrease 
in the esophageal diameter occurred despite per- 
sistence of some delay in the passage of barium 
across the esophagogastric junction (fig. 6). A re- 
turn to nearly normal caliber occasionally occurred 
after operation (fig. 7). Rarely was a decrease in 
esophageal caliber noticeable until at least one 


Fig. 6.—Esophageal roentgenograms taken of patient whose 
thoracic roentgenogram is seen in figure 4. A, before esopha- 
gomyotomy. B, seven months after esophagomyotomy. 


month after operation. Once it occurred, it usually 
persisted, although recent esophageal roentgeno- 
grams have shown slight enlargement of the esoph- 
agus in three patients as compared with roentgeno- 
grams made six months to one year previously. 

Postoperative roentgenologic study of patients 
who have cardiospasm is valuable chiefly as a means 
of ascertaining the presence or absence of regurgi- 
tation. Changes in esophageal caliber apparently 
have little relation to symptoms. 

Studies of Esophageal Motility: Observations on 
esophageal motility before and after esophagomy- 
otomy give valuable information as to the physio- 
logical basis for the effectiveness of the operation. 
The technique of this procedure has been pub- 
lished previously,’” and the findings in health and 
disease have already been mentioned. 
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A total of 58 tests were performed on 27 differ- 
ent patients. Preoperative studies were done on 17 
patients and postoperative tests on 26, with some 
having multiple tests. All but one of the patients 
observed preoperatively also were studied post- 
operatively at intervals varving from eight days to 
four vears after operation. The results in a small 
group of these patients have been analyzed in de- 


Fig. 7.—Esophageal roentgenograms taken of a 22-year- 
old man. A, before esophagomyotomy. B, five months after 
esophagomyotomy. Note nearly normal postoperative ap- 
pearance of esophagus. 
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tail.’ As already stated, a band or zone of increased 
pressure occurs in the lower part of the esophagus, 
which has been interpreted as representing the 
lower esophageal sphincter. This increased pressure 
normally disappears because of relaxation in re- 
sponse to a swallow, but it fails to do so in patients 
who have achalasia. 

In every case in which the test was technically 
successful, records of postoperative pressure showed 
complete abolition of the suprahiatal portion of 
this zone of increased pressure. However, the sub- 
hiatal portion of this zone of increased pressure is 
partially retained after operation, and this remnant 
is sufficient to prevent esophageal reflux. The re- 
sidual pressure, however, is low enough to be 
overcome by the pressure built up within the 
esophagus after deglutition. 

In contrast to these definite alterations in the 
sphincter after operation are the findings in the 
body of the esophagus. Although resting pressures 
in the body of the esophagus decrease, the pattern 
of motility remains abnormal. Simultaneous con- 
tractions of the esophagus persist, and the peristal- 
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tic wave of deglutition is not restored. As a rule, 
little change was noted in the findings of early 
postoperative studies and those carried out at 
intervals up to four years after operation. 

The mean resting pressures in eight patients 
before and after esophagomvotomy are shown in 
figure 8. Clearly demonstrated is the abolition of 
the suprahiatal zone of increased pressure. In 
addition, the pressure within the esophagus de- 
creases to a more nearly normal level, namely, less 
than fundic pressure. An example of the type of 
pressure tracings obtained before and after opera- 
tion is shown in figure 9. To be noted are the re- 
duction in the width of the sphincteric zone and 
the complete elimination of the suprahiatal portion 
of the sphincter. 


Comment 


These results substantiate the belief that esopha- 
gomvotomy (the modified Heller procedure) is a 
successful method of treatment for patients with 
achalasia of the esophagus in view of the fact that 
96% of our patients were improved by the opera- 
tion, with 85% having either good or excellent 
results. These findings are similar in many respects 
to those in other reported series, These are not 
long-term results, the average follow-up period 
being only two vears. However, the experience of 
Santvy and associates“ with a larger number of 
patients, some operated on 15 years previously, 
indicates that recurrence of symptoms is rare. Good 
initial results usually mean persistently good results. 
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Reversal Of Respirotory 
Pressures 
Fig. 8.—Comparison of preoperative and postoperative 
mean resting pressures at gastroesophageal junction at end 
of expiration and at end of inspiration in eight patients with 
achalasia. 


Unfortunately, our experience is too limited to 
give any clear indication as to what prevents a 
patient from achieving a good or an excellent re- 
sult. An incomplete operation is, of course, an im- 
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portant factor. Some patients with persistent or 
recurring dysphagia on this basis can be rendered 
asymptomatic by bougienage on one or two occa- 
sions with a 50 or 60 F. sound. 

Perhaps it is not surprising that some patients 
with cardiospasm experience occasional dysphagia 
after operation. It should be remembered that the 
operation corrects only part of the deranged motili- 
ty. The suprahiatal portion of the lower esophageal 
sphincter is abolished, but normal motility in the 
esophagus is not restored. These patients do not 
have normal peristalsis and must rely on gravity 
plus rather feeble simultaneous contractions of the 
esophagus to drive their food past the remaining 
segment of the sphincter into the stomach. This 
may be more of a problem to patients with huge, 
atonic, dilated esophagi than to those with less 
advanced disease in whom some esophageal con- 
tractile power remains. 

The postoperative roentgenographic findings in 
our group of patients are in great contrast to those 
of Hawthorne and associates,” who detected re- 
gurgitation in 52% of their patients after operation. 
Postoperatively, esophageal ulceration developed 
in three of their patients and diaphragmatic hernias 
in two. As already noted, in only one of our patients 
was it possible after operation to force any gastric 
contents into the esophagus. This probably ac- 
counts for the fact that only one of our patients has 
had even a suggestion of postoperative esophagitis. 

This absence of postoperative regurgitation and 
esophagitis in our patients may be explained by 
the results of postoperative studies of esophageal 
motility. As stated previously, whereas the supra- 
hiatal portion of the distal esophageal sphincter is 
abolished, there remains a subhiatal zone of in- 
creased pressure that prevents regurgitation but 
can be overcome by the build-up of pressure within 
the esophagus accompanying deglutition. The na- 
ture of this subhiatal zone has not been clearly 
established. That its preservation apparently de- 
pends on the technical aspects of the operative 
procedure is suggested by postoperative studies 
done on two patients operated on elsewhere. Both 
the suprahiatal and the subhiatal sphincteric zones 
were abolished in these patients, and this was asso- 
ciated with free reflux of acid gastric juice into 
the esophagus. 

Therefore, we believe that the technique of the 
operation is important. As stated previously, a tho- 
racic incision is preferred, because it gives better 
exposure of the region to be attacked than does an 
abdominal approach. A long incision across the 
cardia experimentally has led to esophagitis ‘* and 
probably contributes to its development in humans. 
Such an incision should be avoided, not only be- 
cause it is unnecessary but also because it may 
destroy the protective subhiatal zone. The incision 
in the esophagus, however, should be long. As al- 
ready emphasized, the muscular layers should be 
mobilized laterally, so that the mucosa is well freed 
and bulges through the incision. The vagus nerves 
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must be preserved. The esophageal hiatus should 
not be incised, and the production of a diaphrag- 
matic hernia should be carefully avoided. 

It has been suggested recently that a gastric- 
drainage procedure should accompany a Heller 
esophagomyotomy in order to protect against the 
development of reflux esophagitis.'* The results in 
our patients do not support this contention, and 
we do not recognize the necessity for an associ- 
ated drainage procedure after properly performed 


esophagomyotomy. Extensive resective proce- 
dures '* are rarely indicated even in cases of extreme 


megaesophagus. Many of our patients had huge, 
elongated, tortuous esophagi and yet experienced 
excellent results after esophagomyotomy. 

Little question remains that surgical treatment 
should be offered those patients who fail to respond 
to adequate dilation or who have recurrence after 
dilation. Patients with huge and tortuous esophagi, 
in whom hydrostatic dilation is technically difficult 
and dangerous, should undergo surgical interven- 
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Fig. 9.—Record of resting pressures at esophagogastric 
junction on withdrawal of recording unit from patient's 
stomach into lower part of esophagus. Conditions before 
esophagomyotomy are seen in upper half. Note zone of in- 
creased pressure extending above and below esophageal 
hiatus. After esophagomyotomy, note reduction in pressure 
and in width of zone of increased pressure, weneg only a 
segment of increased pressure below diaphragm 


tion. Similarly, patients in whom studies of motility 
demonstrate excessive pressure at the lower esopha- 
geal sphincter should be treated surgically. Such pa- 
tients probably have hypertrophy of the muscle of 
the sphincter, and dilation would be dangerous. 
Patients who have associated conditions requiring 
thoracotomy, such as a diaphragmatic hernia or an 
esophageal diverticulum, are best treated surgically. 
Although evidence to support the opinion is lack- 
ing, it appears that early operation is advisable 
before extensive dilatation of the esophagus and 
loss of its contractility have occurred. 

As already noted, the question remains as to 
whether esophagomyotomy should be advised as 
the initial form of treatment for achalasia. There 
are two good methods of treating this disease, al- 
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though neither corrects the basic problem. Forceful 
dilation and esophagomyotomy both accomplish 
the same goal. Both procedures, if properly per- 
formed, relieve dysphagia by abolishing the supra- 
hiatal resistance at the inferior esophageal sphinc- 
ter but leave enough tone in the subhiatal zone 
to prevent esophageal reflux. 

The surgical approach permits deliberate and 
accurate division of muscle fibers under direct 
vision and, if properly performed, should have some 
advantages over hydrostatic dilation. In some ways, 
it is less of an ordeal for the patient; in our experi- 
ence, the operative risk is negligible and complica- 
tions are uncommon. Regurgitant esophagitis 
should occur rarely after esophagomyotomy. Our 
early surgical results arc certainly as good as, if not 
better than, those usually achieved by hydrostatic 
dilation. Further observation is desirable for com- 
plete evaluation of the surgical approach. 

We shall continue our present policy of using 
esophagomyotomy as a primary procedure in many 
cases of cardiospasm. We suspect that the surgical 
results will be more favorable in “primary” cases 
than in cases in which repeated “stretchings” with 
the hydrostatic dilator or any other tvpe of drastic 
dilation have been done. We hope that recurrent 
dysphagia or regurgitant esophagitis will not ap- 
pear some vears after operation in these surgical 
patients: thus fur our results are encouraging. 


Summary 

Esophagomyvotomy has been done at the Mayo 
Clinic on 55 patients who had achalasia of the 
esophagus. Postoperative complications occurred in 
only two of these patients, and there were no hos- 
pital deaths. Follow-up data were available on all 
45 patients operated on prior to Jan. 1, 1957. The 
follow-up period ranged up to 7'2 vears, the aver- 
age being 25 months. Of these 45 patients, 96% 
were improved, with 85% having either good or 
excellent results. 

Postoperative roentgenologic studies were done 
on 35 of the entire series of 55 patients. A decrease 
in esophageal caliber was noted in 17 patients. In 
only one patient could a slight amount of esopha- 
geal reflux be demonstrated. No correlation was 
evident between the caliber of the esophagus after 
operation and the patient's symptoms. 

Studies of esophageal motility were done on 27 
patients. These observations demonstrated post- 
operative abolition of the suprahiatal portion of 
the lower esophageal sphincter in all instances. The 
subhiatal portion of the sphincter was partially 
maintained, which explains the absence of esopha- 
geal reflux in these patients. 

Details of the surgical technique are important. 
A thoracic approach is advocated. The myotomy 
primarily should involve the distal part of the 


esophagus. The incision should extend onto the 


stomach only far enough to insure complete sever- 
ance of the encircling muscles of the lower esopha- 
geal sphincter. 
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Surgical treatment should be offered to those 
patients who fail to respond to adequate dilation 
or who have recurrence after dilation. It also 
should be employed in patients with huge and tor- 
tuous esophagi, in those in whom studies of mo- 
tility demonstrate excessive pressure at the lower 
esophageal sphincter indicative of muscular hyper- 
trophy, and in those who have associated conditions 


requiring thoracotomy. 

The surgical approach permits deliberate and ac- 
curate division of muscle fibers under direct vision. 
If properly performed, it should have certain ad- 
vantages over hydrostatic dilation as a primary 
form of treatment in achalasia of the esophagus. 


Figure 5 is reproduced with permission from the American 
Journal af Surgery 922299-307 [Feb.] 1957, figures 8 and 
9 are reproduced with permission from the Journal of Tho- 
racic Surgery 2%42615-623 [Nov.] 1957. 
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TRIETHYLENEPHOSPHORAMIDE IN THE TREATMENT 
OF DISSEMINATED MELANOMA 


James L. Tullis, M.D., Boston 


Melanin pigment in the body normally is de- 
rived as a by-product of epinephrine synthesis 
through the dopa-oxidase reaction in skin. The 
amino acid, tyrosine, in the presence of ferrous 
compounds and ultraviolet light, is converted to 
3,4-dihydroxyphenylalanine (DOPA). This com- 
pound, in turn, may be converted either to 
epinephrine or, through the specific dopa-oxidase 
enzyme which is present in skin, to melanin pig- 
ment. This reaction, reduced to schematic form, is 
represented in the figure. Dopa-oxidase activity 


XZ \Z 


(Teeessme) 


can be demonstrated by the simple in vitro immer- 
sion of normal skin in a solution of DOPA; a result- 
ing dark brown color develops. 

The specific enzyme is absent from the skin of 
albinos. In contrast, there is an augmented forma- 
tion of melanin at the expense of epinephrine 
synthesis in the skin of patients with adrenal corti- 
cal hypofunction (Addison's disease). Inpatients 
with pigmented, disseminated, malignant mela- 
noma, the abnormal production of melanin pigment 
assumes staggering proportions. At autopsy, the 
total amount of melanin pigment in patients with 
the disseminated disease is sometimes found to 
exceed 1 Ib. Some concept of this magnitude may 
be drawn from its comparison with the total amount 
of pigment (1 Gm.) present in the skin of a dark- 
complexioned Negro. 

A large amount of melanin is often excreted in 
the urine of patients with disseminated melanoma. 
The circulating melanin liberated from tumor sites 
is reduced to melanogen in the liver. Melanogen 
in the urine is colorless, but, if allowed to stand and 
oxidize, especially in daylight, it will change to a 
characteristic dark brown or black color. The effect 
of a two-hour time interval on oxidation of melano- 
gen to melanin is sufficient to cause an obvious in- 


crease in depth of color. 
sechttending Physician, New England Deaconess Hospital, and Clin- 
teal Associate in Medicine, Department of Medicine, Harvard Medical 


The effects of administering triethylene- 
ide (TEPA) and a related sulfur 
compound (ThioTEPA) were studied in 13 out 
of 15 patients treated for malignant mela- 
nomas. Given either intravenously or orally in 
doses just sufficient to decrease either the 
leukocyte or the platelet count, these drugs 
in one case caused striking changes in pig- 
ment metabolism. These changes included the 
blanching of existent skin blemishes and the 
decoloration of eyebrows, facial hair, and 
skin generally. Inhibition of the bone marrow 
by these doses proved to be temporary. The 
treatment did not save patients near death, 
but in two well-advanced cases here de- 
scribed all evidence of the disease disap- 
peared at least temporarily. One patient has 
remained free from recurrence for three 
years after the original resection and chemo- 
therapy. 


This simple clinical fact often is overlooked. More 
than one diagnostic problem has been solved be- 
cause an inadvertent delay in nursing care has re- 
sulted in a subsequent development of a dark 
color in a voided specimen left unattended in a glass 
container. Melanogenuria can be confirmed chem- 
ically by the following series of three simple 
qualitative reactions: (1) urine and ferric chloride 
——-® black precipitate, (2) black precipitate and 
sodium carbonate———~ black solution, (3) black 
solution and mineral reappearance of 
black precipitate. In the more severe cases of 
malignant melanoma, the capacity of the liver to 
reduce all of the melanin presented to it often is ex- 
ceeded. Free melanin then appears in the urine. 
When about 100 mg. per 100 cc. is present, the urine 
appears dark brown when freshly voided; with 
increasing amounts, it becomes jet black. 

When melanin is present in such large amounts, 
it also may be demonstrated by bone marrow as- 
piration. Black flecks of pigment can be seen gross- 
ly, adhering to the sides of the aspiration syringe, 
and microscopic crystals of melanin can be seen 
inside the phagocytic cells. With metastatic involve- 
ment of serous cavities, grossly visible melanin may 
also be seen in the fluid removed from the peri- 
toneum, pleura, pericardium, and meninges. Nine 
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of the 15 cases in the series in this study could have 
been diagnosed solely by the presence of urinary 
melanogens or melanin. 


Clinical Material 


The clinical observations in this study were de- 
rived from a series of 15 consecutive cases of wide- 
spread, disseminated, malignant melanoma. No case 
of primary malignant melanoma or melanoma which 
was recurrent only in the local area of the primary 
lesion was included in the study. The first two 
patients received no treatment. The succeeding 15 
patients were treated with triethylenephosphora- 
mide (TEPA) or the more stable sulfur compound 
triethyvlenethiophosphoramide (ThioTEPA). Delinea- 
tion of the effect of treatment with these prepara- 
tions is the main purpose of this paper. However, 
certain clinical features of the underlving disease 
were sufficiently distinctive from commonly ac- 
cepted concepts of metastatic melanoma to warrant 
documentation. 

Firstly, the disseminated disease was primarily 
a medical problem. Whereas most patients con- 
sulted a surgeon for removal of their original mole 
(or eve), a lapse of many vears of normal health 
often supervened. When metastatic disease then 
developed, the patients sometimes failed to asso- 
ciate their illness with a previous local mole and 
reported to their regular physician or to an internist 
for treatment of the organ or system involved. This 
fact, plus the relative infrequency of the disease, 
often led to diagnostic difficulty. 

The variety of diagnoses given at the time of ad- 
mission of the patients in the present series reflects 
this point. Of particular interest is the fact that 
three of the patients were admitted to the hospital 
with predominantly neurological findings and no 
outward manifestation of melanoma. The first two 
of these did not receive treatment with TEPA. 
One was admitted in coma and the condition re- 
mained undiagnosed until autopsy; one was treated 
with streptomycin after a presumptive diagnosis 
of tuberculous meningitis had been made; the third 
was admitted with convulsive seizures and hydro- 
thorax secondary to widespread melanoma metas- 
tases. This patient, in whom the first successful 
response to TEPA occurred, had a complete resolu- 
tion of all evidence of the disease and remained in 
remission for more than one year. 

Spinal fluid glucose determinations were obtained 
on two of these three patients and on one other 
patient who developed meningeal metastases while 
under observation and who received intrathecal 
injections of ThioTEPA. The glucose concentrations 
in the spinal fluid were remarkably low: 12, 0, 4, 4, 
2, and 8 mg. per 100 cc. At the time, no reference to 
such a finding could be found in the literature 
(although one has since been published’), and, 
indeed, it was the presence of the low spinal fluid 


glucose level plus the presence of a high spinal 
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fluid “Ivmphoevte” count (later shown to be free 
tumor cells) which led to the incorrect diagnosis of 
tuberculous meningitis in the second case in this 
series. The mechanism of the low spinal fluid glu- 
cose concentration remains obscure but is believed 
secondary to two factors: the rapid metabolism of 
glucose by the malignant cells floating free in the 
cerebral spinal fluid and the impaired equilibrium 
between blood and spinal fluid because of matted 
tumor cells which form a thick coating over the 
meninges. 

Nine of the patients in our series were male and 
six were female. The slight disparity in sexual dis- 
tribution may be explained by the hospital popula- 
tions from which the patients were drawn. The age 
distribution was of some interest in that the dis- 
seminated disease occurred primarily during mid- 
dle lite. The ages of the patients ranged from 28 to 
67 vears, with an average age of 47; only two of 
the patients were over 60 vears of age. 

The primary lesions were not confined chiefly 
to the foot and leg as sometimes reported. Although 
four of the primary moles arose at some spot on 
the lower extremity, five were located on the an- 
terior or posterior chest wall. Three others arose 
on the temporal-frontal scalp and three began in 
miscellaneous areas, including the breast and eve. 

The most significant single feature of the clinical 
data turned out to be the totally unexpected inci- 
dence of red hair. Four of the 15 patients had light 
sandy-red complexion, 4 others had dark auburn-red 
complexion; 7 of the patients were ordinary bru- 
nettes with brown or black hair, but, on further 
study, it was found that 4 of these 7 had one or 
more siblings (or parent) with red hair. Nine of the 
15 patients also were heavily treckled. 

Virtually every organ of the body was involved at 
the time of death. Autopsies were performed on 
eight of the nine treated patients who died. The 
lungs were involved diffusely in all eight patients. 
Six of the eight patients had involvement of the 
brain and liver as well. In six patients the adrenals 
and in six the lymph nodes were involved. The find- 
ing of large metastatic growths in the heart and 
vena cava in one-half of the autopsied patients was 
consistent with previous reports © in the literature 
which list melanoma as the most common type of 
metastatic myocardial tumor. In two of the patients 
in this series, the growth in the right auricle was so 
massive as to extend back into the vena cava and 
be a major cause of death from venous obstruction. 
Autopsy showed involvement of the kidneys in four 
patients, the pancreas in four, the thyroid in three, 
the bones in two, and the gastrointestinal tract in 
one. 

Effects of Treatment 

Thirteen of the 15 patients in the series received 
treatment with TEPA or ThioTEPA between 1952 
and 1956. The original selection of this drug as a 
therapeutic agent was largely empirical. TEPA is 


Vv 
19 


Vol. 166, No. 1 


a synthetic alkylating chemical with biological 
activity somewhat similar to that of triethylene 
melamine (TEM) and nitrogen mustard. It has 
been used in the treatment of diverse malignancies, 
and its effect on certain tvpes of metastatic cancer 
is adequately reported elsewhere.’ Profound de- 
pression of the bone marrow can occur after the 
use of TEPA and ThioTEPA. For treatment of 
melanoma, deliberate extensive administration of 
the drug hes been required to the point of causing 
pancvtopenia. 

In no patient in the present series was there a 
significant effect on the tumor until a preceding 
bone marrow depression had occurred. This fact 
at first seemed to militate against continued use of 
the agent. Increasing experience, however, proved 
this to be untrue. No patient in the present group 
developed irreversible marrow depression as a 
result of treatment. This favorable finding is in 
contrast to the finding of others using the drug. 
The failure to develop irreversible bone marrow 
depression in the present series may have been due 
to the fact the marrow was usually normoplastic or 
hyperplostic at the time treatment was started. 
Normal hematopoiesis apparently was not inhibited 
by the frequent appearance of metastatic melanin 
pigment. It is suggested that the irreversible bone 
marrow depression observed by others after the 
use of TEPA may have arisen in part from the 
metastatic disease for which the drug was being 
administered, 

Treatment with TEPA and/or ThioTEPA ( oral or 
parenteral) was given until a decrease occurred in 
the leukocyte count or platelet count. A leukocyte 
count of about 2,000 per cubic millimeter and a 
platelet count of 50,000 to 100,000 per cubic milli- 
meter were achieved in all but two patients, who 
were terminal at the time of institution of treatment 
and died six and seven days, respectively, after 
institution of therapy, prior to any demonstrable 
hematological or tumor effect. Relative lymphopenia 
with less than 10% Ivmphocytes on the differential 
smear has been noted by Pyle ‘ as sometimes repre- 
senting a beginning sign of responsiveness to the 
drug. decreased leukocyte count preceded 
thrombopenia in most cases. When the blood ele- 
ments were depressed to the degree described 
above, the dosage of TEPA was diminished sharply, 
and attempts were made to maintain moderate 
leukopenia during subsequent ambulatory treat- 
ment. 

Only small doses of TEPA were negessary for 
maintenance therapy, and this often c@mld be ef- 
fected by a single weekly injection at the time the 
blood cell counts were made. Despite the marked 
degrees of leukopenia sometimes achieved, no sep- 
sis or generalized infection was noted. In the occa- 
sional instance where marked thrombopenia 
occurred, drug therapy promptly was discontinued 
and hemostasis was maintained, if necessary, 
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transfusions of preserved platelets. Fatal cerebral 
hemorrhage occurred in one patient. Autopsy in 
this instance revealed a large cerebral metastasis 
invading the wall of an artery. 

On an average of six days after drug treatment 
had been discontinued, the leukocyte count and 
platelet count began to rise. In one patient with 
profound pancytopenia, the rise of the leukocyte 
count did not begin until 15 days after cessation of 
treatment. Routine screening tests for antileukocyte 
and antiplatelet antibodies > were done on all pa- 
tients and were nedative. 

The initial course of treatment was generally 
given over a 10-to-20-day period. An initial test 
dose of 5 me. of TEPA or ThioTEPA was admin- 
istered for observation of sensitivity; none was seen. 
Use of a single daily dose averaging 10 me. was 
then instituted. The original TEPA available for 
this study was dispersed by the manufacturer in a 
solution containing 5 mg. per milliliter. This ma- 
terial proved entirely satisfactory for use, and, in 
the six patients for whom it was used, it resulted 
in a predictable marrow depression after approxi- 
mately two weeks of intramuscular treatment at the 
rate of 10 mg. per day. The effective dose averaged 
150 mg., with a range of 135 to 180 mg. 

Subsequent to the treatment of these first six 
patients, an effort was made by the manufacturer to 
dispense a crystalline product of increased stability 
and reproducibility that would be equally effective 
when given orally and parenterally. The new 
product, a sulfurated derivative, referred to as 
triethylene sulfur phosphoramide, was used for all 
subsequent cases. Although the biological activity 
of TEPA and ThioTEPA is supposedly the same, the 
clinical experience with the newer preparation has 
not been as satisfactory as that with the original 
TEPA, The data available are inadequate for full 
evaluation, but ThioTEPA has shown a_ wider 
range of total dose necessary to produce marrow 
depression and has shown less effect on the tumor 
than that noted in two of the patients who were 
treated with TEPA alone. 

ThioTEPA is available as a crystalline powder 
which can be mixed with lactose for purposes of 
accurate weighing and division into capsules con- 
taining from 2 to 5 mx. cach of the active ingredient. 
It also can be made up in solution for direct intra- 
venous use. For this purpose, it can be dissolved 
in distilled water, forced through a Zeiss filter pad 
attachment of a Luer-Lok syringe, and bottled in 
sufficient quantity for about two weeks of treatment. 
The stability in solution is as yet unknown, so that 
only small amounts were made up in any single lot. 

The amount of ThioTEPA required, when given 
intravenously, to produce marrow inhibition varied 
between 104 and 460 mg. with an average of 230 
mg. The amount required, when given orally, to 
produce marrow depression fluctuated still more 
widely between 305 mg. and over 1 Gm., with an 


39 


therapy, and, in the original therapeutic course, 
only the intravenous method is used. The amount of 
ThioTEPA required to induce blood cell depression 
or an effect on the tumor bore no apparent relation 
to body size, nutritional state, extent of disease, or 
other clinical findings. In each case, it was necessary 
to individualize the dose by careful daily observa- 
tion of the patient and frequent leukocyte and 
platelet counts. No patient demonstrated signifi- 
cant depression of the formed elements prior to 
administration of 90 mg. of the drug, however, and 
this made it possible in occasional selected patients 
to begin the first week of therapy on an outpatient 
status and postpone detailed follow-up until the 

beginning of the second week of therapy. 
Side-effects of the drug, other than marrow de- 
pression, were infrequent. An occasional patient 
nausea during the hour or two imme- 


Data on Patients with Disseminated Malignant Melanoma 


Interval Interval 
Bet ween w 
A arance ar 
o ma of Organ 
and Organ astases 
Metastases and Death, 
Case Age Sex Mo. Drug Mo. Results 
1 7 TEPA 12 Suecessful remission 
2 « M 48 TEPA 8 Died 7 days after 
starting therapy 
8 M F Tos TEPA i Died 6 days after 
starting therapy 
4 nN F TEPA Living Suecessful 
5 F TEPA 4 Unsuecess ful 
6 F TEPA 3 Unsuecess ful 
7 33 M 2% TEPA 2 Unsuecess ful 
ThioTEPA 
F ThioTEPA 2 Unsuecessful 
M 1s ThioTEPA Temporary remission 
ll 67 M 13 ThioTEPA 1 Unsuecess ful 
12 31 M ThioTEPA Unsueeessful 
3 M 12 ThioTEPA Living Successful 


diately after an intravenous injection. This could be 
controlled with any of the accepted antiemetic 
drugs. Pigmentary change in both the underlying 
tumor and normal integument was sometimes strik- 
ing. One patient of Mediterranean extraction had a 
loss of essentially all normal pigment concurrent 
with remission of extensive metastases, After 100 
mg. of the drug had been given, the normal freckles, 
blemishes, and scars in the patient's skin began to 
blanch to a light violaceous color. This was followed 
in rapid sequence by loss of all pigment from eve- 
brows, facial hair, and, finally, the skin as well. It 
is of interest that this patient had one of the most 
prolonged remissions yet obtained. 

Thirteen patients have been treated with TEPA, 
ThioTEPA, or both. Of these, nine were unimproved 
by treatment and four improved. All nine unim- 
proved patients died after an interval of six days to 
five months after institution of therapy. Two of the 
four improved patients have died. One died after 
13 months of complete resolution of metastases and 
outwardly normal health. The average duration of 
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this writing) has 16 months, the intervals 
ranging from 5 to 30 months after treatment was 


organs was quite long, averaging 4.3 years. The 
duration of life after evidence of metastasis had 
been observed in these organs, however, was ex- 
tremely short, averaging but 140 days in those 
patients who did not benefit from therapy. This is 
in contrast to an average of 16 months’ survival of 
patients after evidence of metastases had been 
observed in the organs in those who showed a 
favorable response to TEPA and ThioTEPA. Once 
malignant melanoma has disseminated to the tho- 
racic and abdominal organs, the duration of life, 
even in those patients who outwardly appear 
healthy, is even less than for patients with acute 
leukemia. It should be emphasized that this does 
not hold true for patients showing only skin metas- 
tases or local recurrence in the area of the original 
disease. It is well known that a primary lesion may 
recur repeatedly in the original skin area and still 
be subject to successful surgical removal for a 
period of many years. 
Report of Cases 

Some of the patients in the present series were 
dying at the time treatment was instituted. On the 
basis of one of the cases (case 1, see table), an 
advanced stage of the disease would not seem to 
preclude successful treatment. 

Cast 1.—The patient was a 56-year-old Italian woman who 
had undergone previous surgery for removal of a melanotic 
mole of the right foot 27 months before the present admis- 
sion, When first seen at this hospital, she was admitted with 
a diagnosis of “virus pneumonia” which had been followed by 
recurrent pleural effusion. Melanoma cells were demonstrated 
in the mdm fluid. Fifteen thousand milliliters of fluid was 
removed by a thoracentesis during a 10-week interval. Mas- 
sive subcutaneous metastases were present at the site of the 
needle punctures, where nests of malignant cells had been 
left in the tissue. The patient also had nausea and vomiting, 
presumably due to gastrointestinal involvement, and gen- 
eralized convulsive seizures from central nervous system 
metastases. Treatment with TEPA was instituted at this point, 
despite the deteriorated condition of the patient. Twelve days 
later, concurrent with pancytopenia and depigmentation, the 
metastases began to decrease. This was followed shortly by 
cessation of convulsive seizures, cessation of dyspnea and 
vomiting, and improvement in general strength. All evidence 
of the disease disappeared during the following three-week 
period. The pleural fluid cleared and the lung masses and 
subcutaneous nodules could no longer be found. The patient 
returned home and received intermittent maintenance treat- 
ment with TEPA. Thirteen months later, there was sudden 
generalized recurrence of the disease, with no further re- 
sponse to treatment. 


The following case ( treated elsewhere ) illustrates 


a successful combination of chemotherapy and 
surgery. 


Case 4.—A 55-year-old female was first seen, in 1954, for 
removal of a pigmented mole. The following year there was 
a recurrence in the left side of the neck, with a fixed mass 
which was believed too extensive to permit successful surgical 
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average dose of 345 mg. Due to this variability of 
absorption, the oral method of administration has 
subsequently been used only for maintenance 
begun. 
The interval between removal of the primary 
lesion and later occurrence of metastases in remote 
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resection. The patient was placed on TEPA t , and at 
the end of six weeks the mass had decreased su dently in 


size to permit a radical neck dissection. The patient has re- 
mained free from recurrent local disease or distant metastases 
for three years after the original resection and chemotherapy. 


Summary 

A series of 15 patients with disseminated malig- 
nant me has been studied for clinical char- 
acteristics and effect of treatment with triethyl- 
enephosphoramide (TEPA). The distinguishing 
clinical features were diversity of presenting symp- 
toms, including central nervous system disease, 
rapidity of death after metastasis to abdominal and 
thoracic organs, and a high incidence of reddish 
complexion among the patients or their immediate 
relatives. Treatment with TEPA produced an oc- 
casional striking remission. No distinguishing fea- 
tures were found to indicate which patients would 
or would not receive benefit from chemotherapy. 
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The triethylenephosphoramide used in this study was sap- 
plied through Dr. J. M. Ruegsegger of the Clinical Research 


G. G. Garcelon, and Rita Kelly. 
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TABULATION AND REVIEW OF AUTOPSY FINDINGS 
IN FIFTY-FIVE PARAPLEGICS 


Ronald B. Dietrick, M.D. 
and 
Simon Russi, M.D., Richmond, Va. 


At the close of World War II there were an 
estimated 2,000 paraplegics in service and veterans’ 
hospitals.’ In 1952 Gelb’ cited a Public Health 
Service estimate that there were 83,000 paraplegics 
in the United Stetes, and another report in 1953 
estimated that there were 100,000 paraplegics in 
the United States.’ Since paraplegia is not only a 
military problem but a continuing and increasing 
civilian problem, it is important to know whether 
the paraplegic is more susceptible to certain condi- 
tions than the nonparaplegic. A high incidence of 
urinary disease and of decubitus ulcers in para- 
plegics has been noted in many publications, and 
the occurrence of gynecomastia, testicular atrophy, 
and amyloidosis has been reported.‘ 

The data in this report came from autopsy pro- 
tocols and review of histological material on para- 
plegics coming to autopsy at this hospital. (The 
correlation of the level of the spinal cord lesion with 
the other autopsy findings is omitted from this 
paper, since it is the subject of another study. The 
term “paraplegics” is construed to include quad- 
en a as well.) Fifty-five paraplegics came to 
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Autopsy records of 55 paraplegics here 
studied gave an average longevity of 43.6 
months after the onset of paraplegia, and an 
average of 52.8 months for the 41 patients 
with traumatic poraplegia not dying im- 
mediately after the injury. Genitourinary 
disease is now a less important, but still the 
leading, cause of death. Decubitus ulcers 
were second to cystitis in frequency of oc- 
currence. Unless means are found for pre- 
venting these and other chronic infections, 
amyloidosis will be an increasingly common 
finding; it is a serious and important com- 
plication. In addition to chronic disease of 
the liver, acute abdominal conditions arise 
and present difficult diagnostic and surgical 
problems. Nevertheless, the person who be- 
comes a poraplegic today has a better life 
expectancy than the paraplegic of ten years 
ago, and the figures now available probably 
understate the present life-expectancy. 


Section, Lederle Laboratory Division, American Cynamid 
Company, Pearl River, N. Y. 
@ 
66 
8 


42 AUTOPSY FINDINGS—DIETRICK AND RUSSI 


autopsy between April, 1946, and July, 1955. The 
average age at the time of death was 37.7 years. 
Trauma was the cause of paraplegia in 41, or 75%. 
Of the nontraumatic cases, primary malignant 
tumor of the spinal cord caused four, benign tumor 
caused one, and metastatic disease of the cord 
caused two; seven were due to miscellaneous 
causes. 
Survival Time 


The longevity of paraplegics after onset of the 
condition differs considerably, according to the 
figures available. In some series the mean survival 
time is about 28 to 30 months.’ Dane states that 
the average longevity is three vears and records two 
cases with survivals of 32 and 33 years respectively. 
One series deals with living paraplegics whose 
mean survival time is 48 months.” These reports 
deal primarily with traumatic paraplegia. In_ this 
tvpe of paraplegia, provided the initial injury is 
survived, life expectancy is better than in paraplegia 


Taste 1.—Primary Pathological Diagnosis at Death in 
Fifty-five Paraplegics 


(ase. 
Diagnosi« No. 
Renal disease (infections and obstructive, 
inching renal amy lboidosi«) m3 
Liver disease (cirrhosis, hepatitis, 
Acute aldorminal catastrophe 
GED 4 7a 
tieneralized infection ............... #1 
“1 
2 a6 


due to malignant or progressive disease of the cen- 

nervous system. This fact is demonstrated in 
our series, in which the average length of life of 
the entire group after onset of paraplegia was 43.6 
months, while those persons with nontraumatic 
paraplegia lived, on the average, only 31.6 months 
and those with traumatic paraplegia lived, on the 
average, 47.7 months. In fact, if those with trau- 
matic paraplegia who died of their initial injury 
are excluded, the average length of life of persons 
with traumatic paraplegia after onset was 52.8 
months. 

The average length of life after injury of those 
dying before 1950 was 34.9 months, while the aver- 
age length of life of those dying after 1950 was 71.3 
months. Furthermore, the death rate among para- 
plegics at this hospital has decreased. These facts 
indicate that the person becoming paraplegic today 
has a better life expectancy than the paraplegic of 
10 years ago. We believe that the figures now avail- 
able indicate too short a life expectancy for para- 
plegics. 


J.A.MLA., Jan. 4, 1958 


Primary Pathological Diagnosis 

As the exact cause of death is often difficult or 
impossible to determine, the primary pathological 
diagnosis at the time of death was reported, as in 
table 1. This diagnosis represented the disease 
which we felt was most important in causing the 
patient's death, though one or more other serious 
diseases were often present. 

Renal disease, from recurrent ascending infection 
and obstruction with ultimate renal failure, as a 
cause of death has been discussed in numerous 
articles. Barber.“ in writing on urinary tract disease 
as a cause of death in paraplegia, stated that, out 
of 17 deaths, 64.7% were due to uremia, Wyse“ 
states that half of the deaths in paraplegics are due 
to urinary complications. In our group renal disease 
was the primary pathologic: ‘al diagnosis in 11 cases, 
or 20.3%. Of these, six, or 10.9%, were due to acute 
and chronic pyelonephritis, four were due to gen- 
eralized amyloidosis with renal involvement and 
failure, and one was due to generalized tubercu- 
losis with renal involvement and failure. 

In eight cases, or 14.5%, liver disease was the 
primary pathological diagnosis. Five of these pa- 
tients had acute hepatitis and one had _ cirrhosis. 
Two patients had generalized amyloidosis with 
liver involvement and failure. 

In six cases, or 10.9%, the primary pathological 
diagnosis was an acute abdominal catastrophe. Of 
these six patients, one died with intestinal obstruc- 
tion and a ruptured cecum, and one patient had 
gangrene of the ileum due to volvulus of the small 
intestine. Three patients had a ruptured urinary 
bladder; in two the rupture was at the site of a 
previous cystostomy which presumably weakened 
the bladder wall. One patient had overwhelming 
peritonitis arising from acute phlegmonous cystitis. 
These latter four cases could also be classified under 
conditions of the genitourinary tract. The number 
of deaths in this category reflects the difficulty of 
diagnosing a surgical abdomen in paraplegic pa- 
tients.” 


cal diagnosis was of cardiovascular disease, in two 
there was myocardial infarction and in two a cere- 
bral hemorrhagic accident. One of the patients 
with myocardial infarction also had cirrhosis of the 
liver. The category of cardiovascular disease com- 
prises 7.3% of the total. 

In the remaining patients various primary patho- 
logical diagnoses were determined, the most fre- 
quent being as follows: generalized infection, five, 
or 9.1%; trauma, five, or 9.1%; and postoperative 
complications, four, or 7.3%. 


Other Pathological Diagnoses 


Certain other conditions occurred often enough to 
warrant discussion and tabulation. These are listed 
in table 2. Four patients dying within one week 
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after the onset of paraplegia are omitted, as any 
manifestation of chronic disease found in them 
could not be related to the paraplegic state; hence, 
table 2 is based on 51 cases. 

Genitourinary Disease.—In this series, 90.2% of 
the patients had some genitourinary disease, usually 
widespread. However, there were 8 cases of pyelo- 
nephritis diagnosed where cystitis was not recorded 
and 12 cases of cystitis where pyelonephritis was 
not conspicuous. No case of epididymitis, prostati- 
tis, or seminal vesiculitis occurred in the absence of 
cystitis. The small number of cases in which the 
primary pathological diagnosis was of infectious 
genitourinary disease, despite its high incidence, 
indicates that this complication is being better 
controlled by newer urologic procedures, and espe- 
cially by the use of antibiotics. However, chronic 
genitourinary disease remains a major complication 
in paraplegia. 

Decubitus Ulcers.—Decubitus ulcers, with an inci- 
dence of 68.6%, occurred more frequently than any 
single condition except cystitis. In spite of the fact 
that many paraplegics are kept free of decubitus 
ulcers, this high incidence points up the difficulty 
of doing so. 

Amyloidosis.—Generalized secondary amyloidosis 
occurred in 12 paraplegics, or 23.5%, as compared 
with 3 cases found in 1,350 other autopsies at this 
hospital. Six of the 12 cases were severe and are 
included in the tabulation of the primary patholog- 
ical diagnoses under the organ system most in- 
volved. In four of these renal amyloidosis was most 
severe, and in two hepatic amyloidosis was most 
severe. Thompson and Rice '” reported four cases 
of amyloidosis in conjunction with spinal cord in- 
juries in 1949 and stated that amyloidosis had not 
previously been reported in this connection except 
for one case in 1867. Since then, various authors "' 
have reported 17 additional cases of amyloidosis 
in paraplegics, to which we add the 12 cases noted 
here. Newman and Jacobson," in reporting six 
cases, noted the relationship of amyloidosis to de- 
cubitus ulcers, pyelonephritis, and other urinary 
tract infections, while Bowman and Redfield,“ in 
reporting their four cases, stated, “The disease 
which presumably caused the amyloidosis was, in 
all cases, a chronic suppurative process, pyelone- 
phritis, with decubitus ulcers possibly contributing 
an added factor.” In our series there were no 
cases of amyloid disease in the absence of decubitus 
ulcers. There were two patients who had amyloid 
disease in the absence of pyelonephritis, one ot 
whom had tuberculosis. In one case there were 
decubitus ulcers, pyelonephritis, and tuberculosis. 
Conway and Griffith ''" mention a case of amyloido- 
sis with decubitus ulcers and without pyelonephritis. 
We believe, with them, that decubitus ulcers are 
very important in the development of amyloidosis 
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in paraplegia. Amyloidosis is thus a complication 
of the infectious processes accompanying para- 


Amyloidosis of the spleen was present in all 12 
cases, of the adrenals and of the liver in 11, and 
of the kidney in 9. Two patients had amyloidosis 
of the testis and one, of the pancreas; one patient 
with tuberculosis had amyloid in lymph nodes. 

Amyloidosis was not found in any patient surviv- 
ing less than 24 months, and the average survival 
time for those with amyloid disease was 53.8 
months. This survival time is slightly greater than 
that of those with traumatic paraplegia who survive 


Taste 2.—Other Pathological Diagnoses at Death in 


Fifty-one Paraplegics® 
(Cases 
Diagnosi« No. 
Arterioselerosi« (including coronary) . 75 
Ascites and hydrothorax.... 90 
Hydrothorax ......... 7 33.3 
Liver disease 
os 
” 
4.7 
‘4 7s 
Perforated or gangrenous visens 
Urinary tract disease 
Pyelonephriti« ..... 33 
2 
M45 
» 
6 18 
(ther infection of lower genitourinary traet.......... ” 


+ The testes were examin d in only & autopsies. 
* Data on 4 patients dying within one week of onset of paraplegia 
omitted. 


their initial injury (52.8 months ). Consequently, we 
consider amyloidosis a late complication of para- 
plegia, and it may be seen more often as the general 
survival time of paraplegics increases, unless chron- 
ic infection is prevented or controlled. 

Liver Disease.—The liver is the site of important 
complications in paraplegics, as is shown by the 
high incidence of cirrhosis, hepatitis, and fatty 
metamorphosis—one or more of these lesions occur- 
ring in 56.7% of our cases. Soon after the onset of 
paraplegia, there are definite disturbances in liver 
function as well as negative nitrogen balance and 
decreased basal metabolic rate.'* These disturbances 
of liver function disappear in 8 to 10 weeks, though 
hepatomegaly occurs in 20% of persons with long- 
standing paraplegia."” This suggests that the liver is 
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easily damaged in paraplegics, and this vulnerability 
plus the accompanying poor nutritional status some- 
times seen probably contributes to cirrhosis and 
fatty changes of the liver. The high incidence of 
cachexia (17.6%), ascites (43%), and hydrothorax 
(33.3%), all of which may be seen in malnutrition 
and in liver disease, supports this supposition. 
Splenomegaly.—We considered a spleen weighing 
over 250 Gm. as enlarged. This was found in 39.7% 
of cases. Every case, however, was associated with 
acute infection, liver disease, or amyloidosis. 
Atrophy of the Testes.—In the study of gyne- 
comastia in paraplegics, Cooper and others ** noted 
that all had testicular atrophy, hypoproteinemia, 
reversal of the albumin-globulin ratio, and low 
17-ketosteroid excretion. Cooper and Hoen *" noted 
that paraplegics in the early phases have abnormal 
liver function, gynecomastia (20%), and atrophy of 
the testes (over 50%). It may be that the liver fails 
to metabolize circulating estrogens which then 
cause atrophy of the testes and gynecomastia.'* In 
this regard, in 19 of our 23 cases of testicular atro- 
phy there were demonstrable lesions of the liver, 
such as cirrhosis, hepatitis, amyloidosis or fatty 
metamorphosis. Another possible etiological factor 
in this high incidence of testicular atrophy is the 
associated incidence of epididymitis and chronic 
prostatitis seen in some patients. In our series, the 
testes were examined histologically in only 26 autop- 
sies, and the percentage of atrophy among those 
actually examined was $88.4. The degree of atrophy 
varied from mild focal hvalinization of the base- 
ment membranes to complete diffuse conversion of 
seminiferous tubules into hyaline strands. 


Summary 

Paraplegia is a continuing and increasing prob- 
lem. Fifty-five paraplegics averaging 37.7 vears of 
age have come to autopsy at the Richmond Vet- 
erans Administration Hospital during the last 10 
years. Their average longevity after onset of 
paraplegia was 43.6 months, but those with non- 
traumatic paraplegia lived an average of 31.6 
months, whereas those with traumatic paraplegia 
not dying immediately after injury lived an aver- 
age of 52.8 months. 

Renal disease, liver disease, acute abdominal 
catastrophe, and generalized infection were most 
frequently found as the primary pathological diag- 
nosis, though the incidence of renal disease as a 
fatal complication is apparently decreasing in para- 


Amyloidosis is a serious and important complica- 
tion in paraplegia. It was found in 12 cases, or 
23.5%. It is felt that more amyloidosis will be seen 
in paraplegics as their longevity increases unless 
chronic infectious disease, and especially the occur- 
rence of decubitus ulcers, is prevented or controlled. 


J.A.M.A., Jan. 4, 1958 


In addition, genitourinary disease, liver disease, 
decubitus ulcers, ascites, atrophy of the testes, and 


splenomegaly were seen so often in the autopsies 
on the 51 patients not dying from the initial injury 
that they are considered to be major complications 
of paraplegia. 

Addendum 


Since the writing of this paper, another case of 
amyloidosis has been found at autopsy in a para- 
plegic patient in this hospital. 
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| CLINICAL NOTES 


OBSTRUCTIVE WATER-LOSING UROPATHY 
George S. Sturtz, M.D. 
and 
Edmund C. Burke, M.D., Rochester, Minn. 


Two cases were described in 1954 by Roussak 
and Oleesky' under the title “Water-Losing Ne- 
phritis.” Each author observed and studied inde- 
pendently one of the patients. Each patient had 
had a sudden onset of extreme thirst and had ex- 
treme polyuria of dilute urine that was unaffected 
by vasopressin (Pitressin). In 1956 Earley * reported 
a case. We wish to mention these cases and to 
present another case, in which the patient was an 
infant, observed by us. 

The first patient, a 50-year-old man, died two 
months after the onset of his thirst and polyuria; 
autopsy and histological examination of the kidneys 
proved the presence of multiple myelomatosis. 
Microdissection of the nephrons by Dr. E. M. 
Darmady revealed that “Massive precipitation of 
the structureless protein-like material was most 
marked in the collecting ducts. Many of the collect- 
ing tubules had a patent lumen and flattened epi- 
thelium, and they were often distended. . . . The 
striking finding was the localization of the lesion 
to the collecting tubules, which were often sur- 
rounded by considerable interstitial reaction and 
early fibrosis. . . . In some areas recanalization of 
the tubule had been taking place, and had often 
occurred over the surface of one side of the cast 
and the denuded tubule wall.” 

Roentgenograms of the second patient, a 62- 
vear-old man with carcinoma of the prostate, 
showed dilatation of the calyces which was thought 
to indicate early hydronephrosis. Wedge resection 
of the prostate was performed to relieve the ob- 
struction of the urinary tract. Three months after 
the operation it was observed that vasopressin 
inhibited water diuresis in this man. Thirst and 
polyuria had lessened slowly. 

Roussak and Oleesky ' suggested that an elevated 
pressure in the lumen of the collecting tubule could 
cause dilatation and atrophy of the collecting tubule 
and could lead to the water-losing syndrome that 
they reported. 

In 1956 Earley” reported the case of a 6-month- 
old male with a two-month history of polyuria and 
polydipsia. The infant drank 960 ml. of formula 
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and 1,050 to 1,350 ml. of water daily. There was 
no family history of polyuria, polydipsia, or renal 
disease. Infection of the urinary tract was present. 
Cystoscopy revealed hypertrophied musculature of 
the vesical neck and dilatation and trabeculation of 
the bladder. The polyuria was of a very dilute urine 
that was unaffected by vasopressin. 

A wedge resection of the vesical neck established 
free drainage of the bladder. Eight months after 
operation the polyuria and polydipsia were not 
present and the infant was gaining weight at an 
acceptable rate. 

We wish to report our findings in a case that we 
believe represents a mild, unilateral type of water- 
losing secondary to obstructive uropathy. 


Report of a Case 


A 3-month-old male had been observed to have a mass in 
the left flank during a routine examination. An excretory 
urogram had been interpreted as showing bilateral hydrone- 
phrosis. The infant was referred to the Mayo Clinic on May 
25, 1956, for further study and treatment. At the clinic an 
excretory urogram was interpreted as showing pyeclocaliec- 
tasis, grade 2 on the right and grade 4 on the left, secondary 
to bilateral ureteropelvic obstructions (fig. 1). No albumin 
or sugar was found in the urine. The microscopic examina- 
tion of the urine was not wousual; specific gravity of the 
urine was not determimed. 

It was decided by Dr. James DeWeerd, of the Section 
of Urology, to repair first the defect at the right ureteropelvic 
juncture, since this kidney seemed the less involved. On 
May 31, 1956, a plastic reconstruction of the right uretero- 
pelvic juncture was accomplished; it was noted at operation 
that there was only mild thinning of the cortex of the right 
kidney. The postoperative course was uneventful. 

Plastic reconstruction of the left ureteropelvic juncture 
was done on Sept. 1, 1956. The extrarenal pelvis of the left 
kidney was dilated to a diameter of 10 om.; the renal paren- 
chyma was reduced to less than | em. in thickness. Post- 
operatively, the patient was febrile and Acrobacter aerogenes 
was cultured from urine of the left nephrostomy. Nitro- 
furantoin ( Furadantin), tetracycline, and sulfisoxazole ( Gan- 
trisin) were administered. The fever subsided on the fifth 
postoperative day. 


Studies were conducted on this patient during 
the period after the repair of the left ureteropelvic 
obstruction. A nephrostomy tube drained the urine 
from the left kidney; the urine from the right kid- 
ney drained into the bladder. We collected sepa- 
rately the urine from the nephrostomy (urine from 
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the left kidney) and from the bladder (urine from 
the right kidney). It was assumed that none of the 
urine from the left kidney entered the bladder. 
Figure 2 indicates that each kidney was excret- 
ing about the same amount of solute during any 
one day. The figure also shows that the water con- 


Fig. 1.—An excretory urogram (3-month-old infant) show- 
ing moderate pyelocaliectasis on the right and marked 
pyelocaliectasis on the left secondary to bilateral uretero- 
pelvic obstructions. 


centration (milliliters of water per milliosmol 
{mOsm.| of urine solute) of the urine of the left 
kidney was about twice that of the urine of the 
right kidney. Thus, the excretion of 1 mOsm. by 
the left kidney required about twice as much water 
as was used by the right kidney. This same phe- 
nomenon is shown by the urine volumes: the vol- 
ume of the urine of the left kidney was approxi- 
mately twice that of the right kidney. 

Calculation of obligatory urine water in figure 
2 was based on the assumption that 1 ml. of water 
is the minimal amount of water needed by the 
kidney in the postoperative period to excrete 1 
mOsm. of solute.’ The difference between the total 
urine volume and the obligatory urine water repre- 
sents free urine water. The data show that most of 
the urine of the left kidney was made up of free 
urine water, while the urine of the right kidney 
was predominantly obligatory urine water. This 
indicated that the left kidney was excreting con- 
siderably more osmotically free water, although 
both kidneys were presumed to be receiving equal 
stimulation from the posterior pituitary gland. 


J.A.M.A., Jan. 4, 19558 


Comment 


Our data reveal that the left kidney excreted 
approximately twice as much water as the right 
kidney during the first 72 postoperative hours and 
during the 15th postoperative day. Considering the 
observations of Roussak and Oleesky,’ we suggest 
that the increased water content of the urine of 
the left kidney was related to the atrophy of the 
cells of the collecting tubules. This atrophy had 
been caused by the elevated pressure in the lumina 
of the tubules of the left kidney prior to operation. 

It is possible that some of the urine of the left 
kidney reached the bladder. This urine would have 
diluted the urine of the right kidney. The passage 
of urine of the left kidney into the bladder would 
have decreased the difference in volume between 
the urine of the two kidneys. Thus our data show 
the minimal difference between the two kidneys; 
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Fig. 2.—Solute, water, and urine output of the right kid- 
ney as compared to that of the left kidney after the repair 
of the left ureteropelvic obstruction. 


it is possible that a greater difference in urine vol- 
ume and urine water concentration was present 
between the two kidneys. 

This type of case represents what McQuarrie * 
has called an “experiment of nature.” In this situa- 
tion the right kidney was regarded as the “normal” 
control, while the left kidney was the experimental 
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one. It seems reasonable to suggest that both kid- 
neys were acted on by equal amounts of antidiuretic 
hormone; yet the left kidney conserved water poorly 
in comparison with the right kidney. It is presumed 
that the water-losing of the left kidney was related 
to the atrophied cells in the collecting tubules of 
this kidney. 

Patients who have a nephrostomy tube in the 
pelvis of one kidney appear to be useful subjects 
for renal research. Animals in which urine was col- 
lected separately from each kidney have been used 
by Barger * to study the pathogenesis of congestive 
heart failure. 

We suggest that our case represents a mild, un- 
ilateral form of the syndrome reported by Roussak 
and Oleesky.' It is possible that observation of a 
number of cases such as ours would reveal water- 
losing which ranged from mild to extreme polyuria. 
Mild water-losing may be a common accompani- 
ment of hydronephrosis. 

The title “water-losing nephritis” indicates a 
glemerular etiology of this syndrome; it also “may 
be misleading in that it diverts attention from the 
significant though less marked degree of polyuria 
occurring in chronic renal failure secondary to 
solute excretion.”” We have called this syndrome 
“obstructive water-losing uropathy.” It is felt that 
this title states succinctly the physiological deficit 
and the probable etiological agent. 
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Summary 


It is suggested that “obstructive water-losing 
uropathy” may vary from a mild, unilateral type, 
such as our case, to an extreme bilateral type simu- 
lating diabetes insipidus. The water-losing appears 
to be related to an increased pressure within the 
lumina of the renal collecting tubules, which leads 
to atrophy of tubular cells. 

It appears that patients who have a nephrostomy 
tube in the pelvis of one kidney may be useful 
subjects for renal research, since the urine of each 
kidney can be collected separately. 
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Deficiency of Fibrinogen in Pregnancy.—A number of conditions resulting in afibrinogenaemia 
have been reported in the literature but three obstetrical complications account for the great 
majority of cases. The most important of these three is abruptio placentae but in its mild form 
it never produces a coagulation defect. This complication occurs almost always in the severe 
case who presents with severe abdominal pain, persistent vaginal bleeding and some degree of 
shock. Physical examination of the patient usually discloses a uterus with evidence of extensive 
concealed haemorrhage. Probably a third of this group will show afibrinogenaemia. A retained 
dead fetus is another cause of afibrinogenaemia. It occurs only when the fetus has been dead for 
four weeks or more and this condition is seldom seen before the twentieth week of pregnancy. 
Afibrinogenaemia may develop gradually during this period or may not occur until delivery. 
Many of these cases are associated with Rh incompatibility, as this is a common cause of fetal 
death between the fifth and eighth month. Rh incompatibility per se does not cause afibrino- 
genaemia. Amniotic fluid embolism while uncommon is the most dramatic and dangerous cause 
of afibrinogenaemia. When shock, severe dyspnea, cyanosis, chest pain, chills and pulmonary 
edema occur suddenly during an apparently normal labour, this is the probable diagnosis. A 
rapid and tumultuous labor precipitated by unwise use of pituitary extract is often the reason 
for the development of amniotic fluid embolism. Amniotic fluid is rich in thromboplastin and if 
large quantity enters the mother's circulation widespread intravascular coagulation may cause 
sudden death, If a smaller amount of amniotic fluid enters the circulation more slowly the 
result will be defibrination of the blood followed by severe hemorrhage from the placental site. 
In the past, some of these cases have been attributed to an atonic uterus or rupture of the uter- 
us... . When the diagnosis is suspected a quick practical test of fibrinogen estimation should 
be performed immediately. . .. Where haemorrhage has occurred and the tests indicate that 
afibrinogenaemia is the cause, fibrinogen should be administered. The quantities required to 
control hemorrhage vary with the individual case. The usual dose is 4 Gm but occasionally up 
to 12 Gm has been required.—T. D. Stout, M.D., Fibrinogen and Afibrinogenaemia, The Buile- 
tin of the Vancouver Medical Association, May, 1957. 
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DETECTION OF GLYCOSURIA IN PREGNANCY 
COMPARATIVE STUDY OF GLUCOSE OXIDASE AND COPPER REDUCTION TECHNIQUES 
Melvin M. Chertack, M.D., Chicago 


With the increase of clinical interest in the sig- 
nificance of glycosuria in pregnancy,’ the recent 
availability of a simple laboratory technique utiliz- 
ing glucose oxidase reagents (Clinistix and Tes- 
Tape), which are specific for glucose, has made 
imperative a comparative study with the nonspecific 

copper reduction methods (Benedict's reagent and 
Clinitest) in the evaluation of the presence of this 
disease in pregnancy. This paper is the report of 
such a study. Over 1,000 random urine specimens 
collected from more than 500 patients in all tri- 
mesters of pregnancy were tested by the Clinitest 
and the glucose oxidase methods. Specimens which 
gave a positive reaction with one or all of these 
methods were analyzed for the specific reducing 
substances that they contained by the following 
tests: Benedict's reagent test; yeast fermentation 
test; glucose oxidase treatment; osazone (or phenyl- 
hydrazine) test; Seliwanoff's test for fructose; Tau- 
ber’s test for pentose; Escherichia coli treatment for 
lactose (presumptive); and paper chromatography. 

Methods and Results 


The Clinitest test was performed in the routine 
manner: the addition of 1 Clinitest tablet to 5 drops 
of urine diluted with 10 drops of water and com- 
parison of the final color reaction with the color 
standard. The urine specimens were also tested by 
means of the concentrated Clinitest method, in 
which 15 drops of urine were used without dilution. 
Benedict's test was done in the standard manner 
by the addition of 5 drops of urine to 5 ml. of re- 
agent and boiling in a water bath for five minutes. 
This test was done only on specimens that gave a 
positive reaction with the diluted or the concen- 
trated Clinitest method or the glucose oxidase tests. 

Clinistix reagent strips used in one glucose oxi- 
dase test consisted of strips of a heavy filter paper, 
each 22 in. long, impregnated at the ends with 
the active material. These ends were dipped in 
the urine specimen and read for color reaction at 
the end of one minute. A blue coloration was spe- 
cific for glucose. Tes-Tape was the other special 
paper impregnated with the glucose oxidase enzyme 
and an oxidizable substrate, orthotolidine. A strip 
of this paper immersed in a specimen of urine con- 
taining glucose developed a light green to blue- 
black color. Neither of these techniques have been 
clinically satisfactory for the quantitation of glu- 
cose,’ but they are adequate for screening. They 
give the reaction to concentrations of glucose rang- 
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ing from 0.01% to 0.1%, depending upon the amount 
of inhibitory substances, pH, etc., present in the 
individual urine specimen.’ This compares with the 
sensitivity to glucose, estimated at 0.15% and 0.2% 
oe obtained with the Benedict and Clini- 


"The tests in which Clinitest tablets and undiluted 
urine were used were positive in the case of 59 
samples which gave a negative reaction with the 
standard Clinitest and the glucose oxidase tests. All 
these samples gave a trace reaction with Benedict's 
solution. On analysis, none of the specimens were 
found to contain glucose; 3 specimens contained 
lactose, 9 were presumptively positive for lactose, 1 
was positive for fructose, and 46 contained uniden- 
tified reducing substances in too minute 
amounts for identification. The reactions of 196 
urine specimens according to the reducing sub- 
stances found to be present by various tests or 
combinations of tests are listed in table 1. 

There were 28 urine specimens which gave a re- 
action of glucose in amounts of 0.25% or more with 
the Clinitest method. One of these contained lac- 
tose alone and gave a negative reaction with the 
glucose oxidase test. The remaining 27 specimens 
(table 2) contained glucose alone or in combina- 
tion with another copper reducing substance. 
These all gave positive reactions with the glucose 
oxidase tests. Specimens showing more than a trace 
reaction with Benedict's solution or those positive 
for concentrations of 0.25% or more by the Clinitest 
method or positive with the glucose oxidase tests 
usually contained glucose, alone or in combination 
with other reducing substances, and seldom con- 
tained lactose alone. If glucose was absent, the 
glucose oxidase test was negative. 

Of the 135 samples found to contain glucose, 134 
were positive by the Clinistix method, 127 by the 
Tes-Tape, 30 by the Clinitest, and 113 by the Bene- 
dict test. Two urine specimens containing no glu- 
cose gave a positive reaction with the Clinitest and 
Benedict methods. Sixty-one urine specimens which 
contained no glucose but a nonglucose copper re- 
ducing agent gave a positive reaction with the 
Benedict test. 


Comment 


Since the glucose oxidase tests were only positive 
in the presence of glucose, they detected the pres- 
ence of glucose in many urine specimens in which 
the concentrations were too small to give a positive 
reaction with copper reduction methods. In the 28 
tests that were positive for concentrations of 0.25% 
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or more by the Clinitest method, 27 specimens were 
found to contain glucose and gave a positive re- 
action according to all four methods (table 2). One 
specimen contained only lactose and gave a positive 
reaction only with the copper reduction methods. 
Sixty-one tests were positive in the absence of 
glucose in the urine when Benedict's reagent was 
used. Two of the 61 tests were also positive with 
Clinitest. Accordingly, almost one-third of the urine 
specimens that did not contain glucose gave oo 
reactions when the copper reduction techniques 
were used. Only 30 of 135 urine specimens contain- 
ing glucose gave a positive reaction with the Clini- 
test method, and 113 of the 135 with Benedict's test, 
as compared with 127 and 134 specimens tested by 
the Tes-Tape and Clinistix methods respectively. 

Inasmuch as many clinical problems arise when 
there is a question of whether a specific urine 
specimen, especially during pregnancy, contains 
glucose as the substance causing a positive reaction 
with the copper reduction method, it was felt nec- 
essary to determine whether the glucose oxidase 
tests would solve these problems. The simplicity of 
performance of the latter tests, weighed against the 
complexity of, and the consumption of time required 
by, the phenylhydrazine, yeast fermentation, and 
other tests of glucose identification, made such a 
study even more worth while. The data indicate 
qualitative identification of glucose, even in low 
concentrations. The increased sensitivity of these 


T. 1.—Reactions of 196 Urine Specimens According to 


No. of Positive Reactions by Combinations of Tests 


reducing substance 1 1 7 8 12 
(ilucose, fructose, 
lactose .......... 2 2 
Absent glucose with 
Lactose ......... ‘ 
Presumptive 
1 10 
Fructose ........ 1 1 
Other nonghicose 
substances 
techniques raises the issue of whether this will 
create a more confusing , with the need for 
evaluation of the etiology in a greater number of 


patients. For the clinician, any test which detects | 
should 


_an abnormal amount of glucose in the urine 


not arouse the desire to discard it because of ultra- | 


sensitivity. On the other hand, it should create a 
desire to evaluate each case individually so as to 
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determine the significance of glycosuria in that case. 
Whether a lowered renal threshold for glucose and 
the resultant glycosuria are a normal concomitant 
of pregnancy with individual physiological varia- 
tion, whether they are a sign of diminished carbo- 
hydrate tolerance, resulting from the stress effect 


Tasie 2.—Reactions of Urine Specimens Containing Glucose 
According to Quantitative Reduction of Clinitest Reagent 


tions, Positive Positive Positive Positive 
No. Clinistix Tes Tape Clinitest Benedict's 
negative. 


less than 0.25% ..... he 3 
( linitest positive, 
02% or more ...... 7 7 


of pregnancy producing a physiological cortisone 
test for latent diabetes,‘ or whether they are the 
result of active diabetes must be determined in the 
individual patient. 

In this study, there was no evidence that other 
products found in the urine of pregnant women 
would give false-positive results with the glucose 
oxidase test papers. The only substance for which 
the papers showed a positive reaction was glucose. 
Therefore, it is submitted that the glucose oxidase 
tests are found to be specific for glucose, that no 
other material ordinarily found in the urine of preg- 
nant woman gives a false-positive reaction, and that 
these tests are satisfactory for qualitative determin- 
ation only and are more sensitive for the detection 
of glucose than the common copper reduction 
technique. 


Conclusions 


Glucose oxidase reagents, available commercially 
as Clinistix and Tes-Tape, are specific for the de- 
termination of glucose in the urine. These tests are 
more sensitive for the detection of smaller concen- 
trations of glucose than are the copper reduction 
techniques. The glucose oxidase tests are a valid 
screening method for the detection of urinary glu- 
cose in obstetric patients. 

1853 W. Polk St. (12). 

The glucose oxidase reagents used in this study were sup- 
plied as Clinistix by the Ames Company, Inc., Ind., 
and as Tes-Tape by Eli Lilly and Company, Indianapolis. 
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NEW AND NONOFFICIAL DRUGS 


Monographs and 
and reports of investigations. 


Chlorambucil.—4-{ p-[ Bis ( 2-chloroethyl ) amino 


phenyl] }butyric acid.—The structural formula 
chlorambucil may be represented as follows: 


CiCHeCHe 
OH 


ci CHaCHe 


Actions and Uses.—Chlorambucil, a_ nitrogen 
mustard derivative, has actions and uses similar to 
those of mechlorethamine hydrochloride (HN, ) 
and triethylene melamine. The drug is effective by 
the oral route and is more completely absorbed 
from the gastrointestinal tract than is triethylene 
melamine. After the administration of large doses to 
experimental animals, chlorambucil produces cyto- 
toxic effects that are typical of the nitrogen 
mustards. In clinical employment, however, its 
pharmacological effects are restricted primarily to 
hematopoietic tissue. Although the drug is by no 
means completely selective in its action, it does de- 
press lymphocytic proliferation and maturation to a 
much greater extent than that of the granulocytic 
elements. Side-effects, such as anorexia, nausea, and 
vomiting, which almost always complicate 
with mechlorethamine and frequently appear 
triethylene melamine also, occur only rarely with 
chlorambucil. 

Chlorambucil is useful for the. palliative treat- 
ment of chronic lymphocytic leukemia, lympho- 
sarcoma, and Hodgkin's disease. Although there is 
little evidence that the drug appreciably increases 
survival time of patients with any of these diseases, 
it produces remissions of variable duration in a siz- 
able proportion of patients. The drug is more ef- 
fective if used in the generalized, but not terminal, 
stages of these diseases; radiation therapy is gener- 
ally considered preferable for the initial treatment 
of early or localized lesions. However, chlorambu- 
cil is capable of inducing remissions in some pa- 
tients who are refractory to radiation, and it may 


Py. 
As with all other , each 


chemotherapeutic agents 
course of therapy with i to be 
less effective than the preceding one. Remissions 


supplemental statements on 
tions of New and Nonofficial Drugs are based on 


described here and in subsequent edi- 
evaluation of available scientific data 
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due to chlorambucil are characterized by relief of 
pain and pruritus, partial and temporary regression 
of soft-tissue lesions and enlarged lymph nodes, re- 
duction in hepatomegaly and splenomegaly, lessen- 
ing of existing anemia, weight gain, and general 
feeling of well-being. In patients with chronic 
lymphocytic leukemia, marked hematological im- 
provement may occur in conjunction with clinical 
remissions. Thus, the drug produces a rapid reduc- 
tion in total leukocyte count, acting primarily on 
the lymphocytic elements. Although there is no 
evidence that chlorambucil exerts a greater anti- 


the point of view of patient tolerance and ease of 
management, chlorambucil appears to fa- 
vorably with other 

early to determin the ponble we 
fulness of chlorambucil in mycosis 


tress, the clinical toxicity of chlorambucil is related 
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fact that it is absorbed in a more predictable man- Vil 
ner, produces fewer side-effects, and may be less 195 
damaging to the bone marrow makes it somewhat 
easier to handle than either mechlorethamine hy- 
drochloride or triethylene melamine. Hence, from 
bronchogenic carcinoma. The drug apparently is 
of no value in chronic granulocytic leukemia or in 
any type of acute leukemia. 

Apart from occasional instances of gastric dis- 
entirely to bone marrow depression. Depending on 
dosage and duration of therapy, lymphopenia, neu- 
tropenia, and thrombocytopenia may appear in that 
order of occurrence. Unless dosage is reduced or 
the drug discontinued, irreversible damage to the 
bone marrow may result. Hence, it is imperative 
that the hematological status of the patient be care- 
fully followed during treatment. Complete blood 
examinations, including erythrocyte count, hemo- 
globin level, and total and differential leukocyte 
counts, are mandatory at least once a week, prefer- 
ably more often. Thrombocyte estimations are also 

also be used effectively when the neoplastic in- indicated at regular intervals or at the first sign 

volvement is too widespread to be amenable to of abnormal bleeding tendencies. 

r Although it is not necessary to discontinue ther- 
apy at the first evidence of a fall in the neutrophil 
count, it should be remembered that the fall may 
continue for 10 days after the last dose and that, 
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as the total dese 6.5 mg. per kilogram blood in the majority of patients. The of radi- 
of body weight, is real danger of causing cal cure thus ed suggests a lethal action 


response. If a remission is obtained, 
y authorities favor discontinuation of all medi- 


until 
therapy 


y and may well be as low as 0.08 mg. per kiio- 
gram of body weight daily. 


Diethylcarbamazine Citrate, U.S.P.—N,N- 
4-methyl-1-piperazine carboxamide 
citrate.—1-Diethylcarbamyl]-4-n 
hydrogen citrate. ~The structural formula of thy. 
carbamazine citrate may be represented as follows: 


CH,C OH 


Actions and Uses.—Diethylcarbamazine citrate 
is a pein derivative with pronounced activity 
nematodes. It finds its widest use in the treatment 
of infestations due to Wuchereria bancrofti (Ban- 
croftian filariasis) and, at the present time, is con- 
sidered the most useful agent available for the 
chemotherapy of this disease. In both experimental 
animals and human patients, the drug causes a 
rapid disappearance of microfilariae. By suppress- 
ing or eliminating the microfilariae, diethylcarba- 
mazine also interrupts vector (mosquito) transmis- 
sion. The extent to which adult worms are killed by 
this drug is not known. However, if adequate ther- 
apy is given, microfilariae do not reappear in the 


bamazine considered preferable to 
treatment of filariasis. 


lus; hence, large numbers of microfilariae reappear 
after therapy is terminated. For this reason, diethyl- 
carbamazine is not considered a curative agent for 


tein reaction may occur. It is believed that these 
effects are as much due to the mass destruction and 

of worm bodies as to an inherent tox- 
icity of the drug. Therapy should be discontinued 
and antihistamine drugs administered at the first 
sign of such reactions; reinitiation of diethylcarba- 


be attained gradually. 

Loa loa parasitism (loiasis) is reported to be 
amenable to therapy with diethylcarbamazine cit- 
rate. The drug causes a disappearance of microfil- 
ariae and kills adult worms; adequate therapy will 
therefore result in cure in most cases. The drug 
has also been employed for the treatment of creep- 
ing eruption (cutaneous larva migrans) due to An- 
lostoma braziliense and, less commonly, A. cani- 
num. Although a few reports have been favorable, 
there is insufficient evidence at hand to establish 


penia, thrombocytopenia, or anemia due either to the treatment of infestations due to W. malayi 
direct invasion of bone marrow by tumor cells or to (Malayan filariasis). In view of its oral effective- 
previous therapy with depressant drugs or ionizing ness, high order of therapeutic efficacy, and rela- 
radiation. tive lack of serious toxic effects, diethylcar- 
Dosage.—Chlorambucil is administered orally. the older 
For the initiation of therapy in patients with tic for the 
Hodgkin's disease, the usual dose is 0.2 mg. per 
kilogram of body weight daily for three to six Diethylearbamazine citrate also kills the micro- 
weeks as required. Patients with lymphosarcoma or filariae of Onchocerca volvulus. It is therefore 
chronic lymphocytic leukemia usually require about useful for the control of acute symptoms of oncho- 
cerciasis, particularly in cases with secondary cuta- 
neous or subcutaneous ophthalmic lesions. Unlike its 
action in filariasis, the drug exerts no lethal or ster- 
ilizing effects against the adult worms of O. volvu- 
onchocerciasis. In occasional cases, it may be pos- 
sible to effect a permanent cure by concomitant ad- 
ge for this purpose should not ministration of the drug and surgical excision of the 
0.1 mg. per kilogram of body weight each nodular lesions which contain the adult worms. 
(Although not without danger to the patient, sur- 
, amin sodium is the only available agent which is 
Preparations: tablets 2 mg. effective for the radical cure of onchocerciasis. 
Applicable commercial name: Leukeran. When administered intravenously, this drug causes 
Burroughs Wellcome & Company, Inc., cooperated by fur- the slow disintegration and death of the adult 
nishing scientific data to aid in the evaluation of chloram- worms as well as the microfilariae, thus eliminating 
bucit. the infestation. ) 

Caution should be exercised in administering 
diethylcarbamazine to patients with onchocerciasis, 
since severe reactions after a single dose may ap- 
pear, depending apparently upon the severity of 
the infestation. Facial edema, pruritus, itching of 
the eyes, and other signs suggestive of foreign pro- 
mazine therapy, if indicated, should be on a cau- 
tious basis and in reduced dosage. In severe infes- 
tations, especially ocular, maximal dosage should 
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the ultimate therapeutic value of the drug in this 
self-limited nematode infestation. Some evidence 
suggests that the drug may relieve the pruritus 
associated with this infestation. Diethylcarbamazine 
is not effective against adult hookworms, whip- 
worms, tapeworms, or pinworms. Its value in oth- 
er filarial infestations caused by Acanthocheil 
perstans, A. streptocerca, and Mansonella ozzardi 
is not established. 

Diethylcarbamazine citrate has been used in the 
treatment of infestations due to roundworms ( As- 
caris lumbricoides ). The drug causes the expulsion 
of some ascarides by the second day of treatment, 
but a single course of therapy lasting four days 
rarely results in the removal of all worms. Since it 
offers no advantages over piperazine from the stand- 
point of toxicity and since it is definitely less effec- 
tive, the employment of diethylcarbamazine for the 
treatment of ascariasis is justified only in situations 
in which piperazine is not available or in which 
sensitivity precludes the use of piperazine. 

The toxicity of diethylcarbamazine citrate in ex- 
perimental animals is low. When used clinically, 
however, the drug frequently produces side-effects. 
These are usually of short duration and, except for 
patients with onchocerciasis, are generally not of a 
serious nature. Fever, leukocytosis, and lymphade- 
nitis commonly occur during a course of therapy 
for filariasis. Likewise, headache, lassitude and 
malaise, nausea and vomiting, and skin rashes are 
also encountered, in that order of frequency. Except 
for severe allergic phenomena in conjunction with 
skin rashes, it is usually not necessary to discon- 
tinue medication since most of the other side-effects 
are transient. 

Dosage.—Diethylcarb ine citrate is adminis- 
tered orally, preferably after meals. For the treat- 
ment of filariasis, loa loa parasitism, and creeping 
eruption, the usual dose for adults is 2 mg. per kilo- 
gram of body weight three times daily. In acute 
cases, therapy should be continued for three or 
four weeks. For the treatment of acute symptoms of 
onchocerciasis, the suggested dose is 2 mg. per kilo- 
gram of body weight given once on the first day, 
twice on the second day, and three times daily for 
the next 30 days. In the treatment of ascariasis, the 
usual course of therapy consists of 13 mg. per kilo- 
gram of body weight once daily for four days. 

Preparations: syrup 10 mg. in 1 cc.; tablets 50 mg. 

Applicable commercial name: Hetrazan. 

Lederle Laboratories Division, American Cyanamid Com- 
pany, cooperated by furnishing scientific data to aid in the 
evaluation of diethylcarbamazine citrate. 


Tetracycline Phosphate —A relatively 
insoluble complex precipitated by the addition of 
a solution of sodium metaphosphate to a solution of 
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tetracycline or its hydrochloride. The anhydrous 
complex contains approximately 45% carbon, 6 to 
8% phosphorus, 4.8% nitrogen, 3.9% hydrogen, and 
0.7 to 1.4% sodium. The structural formula of tetra- 
cycline phosphate complex has not been determined. 

Actions and Uses.—Tetracycline phosphate com- 
plex has the same actions and uses as the parent 
antibiotic, tetracycline, or its hydrochloride or cal- 
cium salts. However, the phosphate complex is more 
rapidly and completely absorbed from the gastro- 
intestinal tract than is the free base or its salts and 
therefore produces somewhat higher blood levels 
after oral administration. The phosphate complex is 
used for the same indications as other tetracycline 
preparations, and the incidence and nature of side- 
effects appear to be identical for each. (See the 
monograph on tetracycline hydrochloride in New 
and Nonofficial Remedies. ) 

Dosage.—Tetracycline phosphate complex is ad- 
ministered orally, and dosage is expressed in terms 
of the parent drug. For adults, the usual total dose 
is 1 Gm. per day given in two to four divided doses. 
Total daily dosage for children is 25 mg. per kilo- 
gram of body weight. 

Preparations: capsules 100 mg. and 250 mg. 

Applicable commercial names: Panmycin Phosphate, 
Sumycin, Tetrex. 

Bristol Laboratories Inc. cooperated by furnishing scien- 
tific data to aid in the evaluation of tetracycline phosphate 


Use of Heparin Sodium in Hyperlipemia 


The Council has reviewed and evaluated the lab- 
oratory and clinical evidence pertaining to the use 
of heparin (Heparin, Liquaemin) sodium as an 
adjunct to the management of hyperlipemia (hyper- 
lipoidemia) associated with atherosclerosis. This 
agent has been extensively employed as a rapid- 
acting anticoagulant, and its usefulness in the man- 
agement of conditions characterized by thrombosis 
and embolism is well established. (See the mono- 
graph on heparin sodium in New and Nonofficial 
Remedies.) A new and different reason for the use 
of heparin in hyperlipemia stemmed from the acci- 
dental observation in 1943 that the turbidity of 
plasma caused by alimentary lipemia disappeared 
completely after injection of heparin into the dog. 
(When heparin is added to lipemic serum in a test 
tube, similar clearing does not occur.) This phe- 
nomenon, later called the “lipid-clearing” effect of 
heparin, has now been observed in all species of 
laboratory animals and in man. Since a single dose 
of heparin will affect the blood lipids for several 
days but will reduce blood coagulability for only a 
few hours, it seems likely that the lipid-clearing 
effect is independent of anticoagulant activity. 
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It is now generally agreed that the principal ef- 
fect of heparin on the blood lipids is mediated 
through an alteration in their physical state rather 
than by any significant change in total lipid con- 
centration. Thus, plasma ultracentrifugation studies 
have shown that the injection of heparin causes a 
marked shift in the distribution of lipoproteins in 
human plasma; the drug rapidly converts lipopro- 
teins of low density to lipoproteins of higher den- 
sity. Some investigators feel that the lipoproteins 
most affected by heparin, namely, those of low 
density, are also the lipoproteins most likely to be 
found in high concentration in atherosclerosis, and 
indeed this high concentration is believed by some 
to be the cause of the sclerotic lesions. These low- 
density lipoproteins are also believed to contain 
abnormally large proportions of cholesterol, and 
strong evidence of an association between high con- 
centrations of blood cholesterol and atherosclerosis 
has also been presented in recent years. 

Hence, there are some reasons for a trial of 
heparin sodium as an adjunct to the management of 
hyperlipemia associated with atherosclerosis. The 
plasma _ ultracentrifugation studies have yielded 
evidence that long-term heparin therapy causes a 
shift in the lipoprotein pattern toward normal, and 
such therapy is claimed to exert a favorable in- 
fluence on patients with overt manifestations of 
atherosclerosis. Thus, early clinical trials based on 
this hypothesis have suggested that the weekly ad- 
ministration of heparin reduces the incidence of at- 
tacks of angina pectoris. These studies, however, 
have not as yet been confirmed. 

More recently, evidence has been recorded to in- 
dicate that survival time after proved myocardial 
infarction is significantly increased by heparin ther- 
apy. Although these results are encouraging, much 
more long-term study under carefully controlled 
conditions is necessary to determine whether bene- 
ficial effects in postinfarction longevity are due to 
the influence of heparin on blood lipids or to its 
anticoagulant effect or to both. Moreover, the ulti- 
mate safety of such a therapeutic regimen from the 
point of view of subsequent hemorrhagic episodes 
has not been conclusively established. 

Although a strict cause-and-effect relationship 
has not been proved, there is overwhelming epidem- 
iologic evidence that prolonged hyperlipemia is at 
least one factor linked with the development of 
atherosclerotic cardiovascular disease. Theoretically 
then, a sustained shift in the spectrum of circulat- 
ing lipids would be desirable, both as a preventive 
measure before the development of symptoms and 
in an attempt to delay or reverse the process after 
symptoms have appeared. Hepaiin sodium has been 
suggested as a possible therapeutic means of attain- 
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ing this end. It should be borne in mind, however, 
that a sizable percentage of the circulating lipids 
consists of esterified cholesterol and that the in- 
fluence of heparin on cholesterol concentration is 
uncertain. For example, no significant change in 
serum cholesterol levels has been observed when 
heparin is employed to enhance survival time after 
myocardial infarction. Furthermore, there is no 
proof that a can effect a lipoprotein shift in 
patients with hy lemia but without hy- 
perlipemia. 

Since many investigators believe that cholesterol 
in particular, rather than lipids in general, is the 
blood constituent most likely to be etiologically as- 
sociated with atherosclerosis, and since the effects 
of heparin on cholesterol are so poorly understood, 
considerable disagreement has arisen as to the 
feasibility of long-term heparin therapy. On the 
basis of information available to date, there is no 
objective evidence that heparin can reverse or eradi- 
cate preexisting atherosclerotic conditions. Valid 
evidence is also lacking that heparin exerts a sig- 
nificant prophylactic effect, either in preventing or 
in delaying the onset of new disease. Hence, its clin- 
ical use as an adjunct to the management of hyper- 
lipemia is considered experimental. On the basis of 
current knowledge, trial of the drug in patients 
with proved myocardial infarction may be justified 
as a possible means of increasing longevity. How- 
ever, too many gaps in knowledge exist to warrant 
the routine use of heparin except as an anticoagu- 
lant. Only long-term clinical experience will deter- 
mine its ultimate value in cardiovascular disease. 

Because the dosage of heparin ordinarily used for 
the management of hyperlipemia is less than that 
used for anticoagulant effects, the possibility of 
bleeding episodes is appreciably reduced. Never- 
theless, long-term experimental therapy with heparin 
in atherosclerosis should be accompanied by peri- 
odic checks on clotting time. Therapy should be 
terminated immediately at the first indication of 
abnormal bleeding tendencies. These have been 
encountered occasionally when heparin was being 
used for long periods in doses well under those 
ordinarily used to affect coagulation. 

In view of the experimental status of heparin 
therapy in hyperlipemia and atherosclerosis, no 
well-defined minimum effective dose has been de- 
termined. The most frequently employed dosage is 
200 mg. given subcutaneously twice weekly. 

The Council voted to expand New and Non- 
official Drugs to describe the use of heparin sodium 
as an adjunct to the management of hyperlipemia 
associated with atherosclerosis. 

Abbott Laboratories cooperated by furnishing scientific 
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THE PREVENTION OF DISEASE 


— HE practice of preventive medicine is 

| not an individual enterprise. Preventive 

medicine not only protects individual pa- 

tients from acquiring disease but, of 

equal importance, sees to it that patients do not 

transmit their disease to the community at large. 

Complete health protection thus entails a dual 

responsibility which is more than one person or 
group can handle. 

At this time of year, in many areas, the local pub- 
lic health agency appears before its elected govern- 
ing body to justify proposed budgetry requests. On 
the average, a health officer asks for one to three 
dollars annually for each person residing in his 
assigned jurisdiction. In most cases, due to the re- 
turn of federal and state tax monies through grants, 
only part of the funds requested comes from local 
taxes. This, of course, is not meant to imply a sav- 
ing of local tax monies; in fact, such subsidies tend 
to increase the over-all cost as well as allow local 
politicians to dodge certain responsibilities. 

There is no need to reiterate the many preventive 
health services a public health department can per- 
form for the community and the medical profession. 
There is, however, a need for medical leadership in 
the support of adequate local tax appropriations to 
maintain necessary preventive health activities. 

It is a curious paradox that two branches of the 
medical profession show their worth so differently. 
A family physician is successful by his overt demon- 
stration of skill and acumen, while the success of a 
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health department depends on the disease or epi- 
demic that never manifested itself. Because the 


medical profession can more clearly understand 
such health services, it is up to them to spearhead 
the financial backing needed for successful official 
health programs. 

Supporting a health department budget results in 
more than just environmental protection; it is also 
another means for professional guidance to the 
health department. When the medical society be- 
lieves its local health department is satisfactorily 
participating in the over-all health program, it 
should not hesitate to show its appreciation. The 
greatest respect and tribute that can be paid to 
public health personnel by organized medicine is 
the recognition and backing of public health activi- 
ties, properly performed. It should be obvious to 
tax money custodians that with medical society 
support only where applicable, inadequacies and 
incompetence will stand out as clearly as efficiency. 
Medical society participation will promote health 
services that the community understands and ac- 
cepts and at the same time will help to avoid dupli- 
cation and waste. 

As Dr. Gunnar Gundersen, President-elect of the 
American Medical Association, pointed out in his 
recent address before the American Association of 
Public Health Physicians, “the success of public 
health programs depends, to a large degree, upon 
the practicing physicians and other medical person- 
nel and medical facilities in the community. A 
health department, unsupported by the medical 
profession, divorced from the community's hospitals 
and alienated from others in the community work- 
ing toward similar goals, is a sorry thing indeed. . . . 
These responsibilities are civic obligations. They 
must be met by all citizens, and especially physi- 
cians who are doctors of medicine dedicated to 
rendering service to humanity.” 


PREPAID MEDICAL CARE IN MICHIGAN 


The replies of 12,248 persons reported in a recent 
Michigan opinion survey (see page 83 of this 
issue) may foreshadow extensive adjustments in 
prepaid medical care coverage throughout the 
United States. 

This five-month study was authorized last spring 
by the Michigan State Medical Society after its 
House of Delegates met in special session to find 
out what medical services the people want, how 
much they are willing to pay, and what physicians 
want from their own Blue Shield plan (sponsored 
by the state society). Findings already are bringing 
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concrete action in Michigan, where several weeks 
ago the same delegates voted to make major alter- 
ations in the Blue Shield program—the first big 
changes in 17 years. Those refinements look toward 
broader benefits for subscribers, inauguration of 
California-style “unit values” for various phases of 
medical care, and adoption of a new type of con- 
tract which would provide full payment for some 
services and partial payment for others. 

Now insurance companies and other Blue Shield 
plans and medical societies across the nation are 
studying the survey findings in search of answers 
to burning questions of physicians and patients in 
their own communities. The Michigan study is 
particularly significant because, population-wise, 
Blue Shield in that state has a larger percentage of 
subscribers than does any health insurance plan in 
most other states (Delaware leads the country, with 
the District of Columbia in second place). Leaders 
of the survey reported that 8 out of every 10 persons 
they questioned in Michigan were covered by some 
form of health insurance and that 65% of these 
insured people were enrolled in Blue Shield. 

The survey (co-sponsored by the Michigan Health 
Council) also indicated that 

—Most respondent subscribers (two-thirds) liked 
the Blue Shield plan, but among those who did not, 
many (41%) blamed its high cost. 

—Replying physicians (81%) also liked Blue 
Shield, although they (65%) felt that its service in 
Michigan could and should be improved. They 
reportedly volunteered thousands of ideas for im- 
provement. 

—Many answering subscribers (5,731) would be 
willing to pay extra (about $2.35 a month) to assure 
themselves of such additional Blue Shield benefits 
in Michigan as x-rays, surgery in doctors’ offices, 
emergency house calls, and consultations. 

—The chief complaint of respondent Michigan 
doctors (two-thirds of them) against Blue Shield 
was that “the fee schedule has not kept pace .with 
the changing science of medicine, nor the rising 
cost of living . . . giving the patient a false sense of 
security in his outmoded coverage.” They (64%) 
also felt their profession should be given more 
voice at the local level in determining Blue Shield 
policies. 

The surveyors announced that, while 75% of the 
replying physicians favored some sort of super- 
visory control over the utilization of Blue Shield 
care, a greater proportion (86%) wanted their pro- 
fession to play a stronger role in overseeing Blue 
Cross (hospital plan) utilization. (One physician is 
quoted in the study: “Blue Shield should either 


have more control over Blue Cross policies or 
should separate entirely from it.” Another reported- 
ly stated: “Patients play one M.D. against another. 
If one M.D. will not hospitalize them, they will go 
to another who will. There must be some type of 
policing to prevent unnecessary treatments and 
hospitalization.”) 

The Michigan sampling, conducted and reported 
with the cooperation of lay communications medi- 
ums, has illustrated publicly the readiness of physi- 
cians to criticize their own organizations and to 
police their own ranks, if need be, in order to bring 
better and more economical medical care to their 
patients. In fact, the 12-man survey committee (11 
of them physicians) candidly concludes: “Doctors 
are willing to subject themselves to disciplining 
from their own profession as a practical necessity 
even though it means some loss of independence 
in their practice.” 


ANNUAL CONGRESS ON INDUSTRIAL 
HEALTH 


The Council on Industrial Health of the Ameri- 
can Medical Association is sponsoring the 18th 
Annual Congress on Industrial Health, January 
27-29, 1958, at the Schroeder Hotel, Milwaukee. 
Several hundred representatives of labor, industry, 
government agencies, and the medical profession 
are expected to attend. The program (see page 
56, this issue) will feature papers and panel dis- 
cussions on general aspects of disability evaluation, 
occupational dermatoses, and low back pain. The 
panel discussions will emphasize problems associ- 
ated with disability evaluation. 

The opening session of the congress is to be a 
panel discussion on public and professional relations 
in occupational health. The panel members repre- 
sent the viewpoints of the medical director, the 
industrial hygiene engineer, the nurse, and the 
medical profession. There will be opportunity for 
general questioning in all the panel sessions. 

Several societies are cooperating in the January 
meeting; the Central States Society of Industrial 
Medicine and Surgery, the Medical Society of Mil- 
waukee County, the State Medical Society of Wis- 
consin, and the Wisconsin Academy of General 
Practice. The annual banquet on Tuesday, January 
28, will be addressed by Dr. Gunnar Gundersen, 
President-elect of the American Medical Associa- 
tion. 

A large block of rooms is reserved at the Schroe- 
der Hotel for registrants. Reservations should be 
made directly with the hotel. 
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ORGANIZATION SECTION 


ANNUAL CONGRESS ON INDUSTRIAL 
HEALTH 


Cooperating Organizations: 
Central States Society of Industrial Medicine and Surgery 
Medical Society of Milwaukee County 
State Medical Society of Wisconsin 
Wisconsin Academy of General Practice 


The Council on Industrial Health of the Ameri- 
can Medical Association announces the following 
details regarding the 18th Annual Congress on 
Industrial Health, to be held at the Schroeder 
Hotel in Milwaukee, Jan. 27-29, 1958. The sessions 
are open to all physicians, nurses, industrial hygi- 
enists, engineers, and others interested in occupa- 
tional health. There is no registration fee. 

PANEL ON PUBLIC AND PROFESSIONAL RELATIONS 
IN OCCUPATIONAL HEALTH 
Monday, Jan. 27, 2 p. m. 
Chairman—R. Lomax Wetis, Washington, 
D.C 


Medical Director, the Chesapeake and Potomac 
Telephone Companies; Chairman, Joint Conference 
with Chairmen of State Medical Society Commit- 
tees on Industrial Health. 
Participants— 
Exvsvon L.. Becxnar, M.D., Milwaukee 
Professor and Director, Department of Occupa- 
tional and Environmental Medicine, Marquette 
University School of Medicine 
Carnenne Cuamuens, R.N., Madison, Wis. 
Industrial Nursing Consultant, Industrial Hygiene 
Division, Wisconsin State Board of Health 
losern Deverr, M_D., Milwaukee 
Medical Director, Milwaukee Plant of the A. C. 
Spark Plug Division, General Motors Corporation 
Lea, Ph.D., Madison, Wis. 
Director, Industrial Hygiene Division, Wisconsin 
State Board of Health 
Metvin N. Newourst, M.D... New York 
Medical Director, the Texas Company 
Pact J. Warraken, MD., Milwaukee 
Industrial Medical Director, Allis-Chalmers Manu- 
facturing Company 
GENERAL ASPECTS OF DISABILITY EVALUATION 
Tuesday, Jan. 28, 9 a. m. 
Chairman—O. A. Sanpen, M.D., Milwaukee 
Consultant in Occupational Medicine 
The Viewpoint of Workmen's Compensation Administrators 
RK. G. Knutson, Madison, Wis. 
Chairman, Industrial Commission of Wisconsin 
The Viewpoint of the Veterans Administration 
J. Washington, D.C. 
Director, Compensation and Pension Service, VA 
Central Office 
Nevius M. Joyner, M.D., Washington, D. C. 
Chairman, Rating Schedule Board, Compensation 
and Pension Service, VA Central Office 
The Viewpoint of the Bureau of Old Age and Survivors 
Insurance 
Anruun B. Price, M.D., Baltimore 
Chief Medical Consultant, Division of Disability 
Operations, Bureau of Old Age and Survivors In- 
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OCCUPATIONAL DERMATOSES 
Tuesday, Jan. 28, 2 p. m. 
Chairman—Hanay R. Foerster Sr., M.D., Milwaukee 
Clinical Professor of Dermatology, Marquette Uni- 
versity 
Introduction 
Hannay R. Foerster, M.D. 
Oil Folliculitis 
Leonarp F. Wener, M.D., Chicago 
New Causes of Occupational Dermatoses 
Donaco J. M.D., Cincinnati 
Medical Director, Chief Dermatologist, Occuwpa- 
tional Health Field Headquarters, Bureau of State 
Services, Public Health Service 
Causes of Prolonged and Recurrent Dermatitis 
James W. Jonvox, M.D., Buffalo 
Associate Professor, Dermatology and Syphilology, 
University of Buffalo School of Medicine 
Evaluation of Disability 
Panel Discussion with previous speakers and 
Raven E. Ginrz, L.L.B., Madison, Wis. 
Director, Workmen's Compensation Division, Wis- 
consin Industrial Commission 


BANQUET 


Tuesday, Jan. 28, 7:30 p. m. 

Presiding—WriiaM P. Suerpanp, M.D., New York, 
Second Vice-president, Health and Welfare, Metro- 
politan Life Insurance Company 
ame on Industrial Health, A. M. A. 


Gunversen, M.D., La Crosse, Wis. 
si -Elect, American Medical Association 


F. J. L. Buasincame, M.D., Chicago 
Executive Vice-President, American Medical Asso- 
ciation 
Presentation of Award of the President's Committee 
on Employment of the Physically Handicapped 


LOW BACK PAIN 


Wednesday, Jan. 29, 9 a. m. 

Chairman—Heney H. Kessuen, *1.D., Newark, N. J. 
Medical Director, Kessler Institute for Rehabilita- 
tion 

Introduction 
Henny H. Kessten, MD. 
Prevention Through Medical Examination and Selective 
Job Placement 
Rex L. Divecey, M.D., Kansas City, Mo. 
Conservative Management 

E. Knarr, M.D., Minneapolis 
Clinical Professor of Physical Medicine and Re- 
habilitation, University of Minnesota 

Surgical Management 

Raven K. M.D., Rochester, Minn. 

Senior Consultant, Orthopedic Surgery Mayo 


Clinic 
Evaluation of Disability and Rehabilitation 
Previous Speakers and 
Josern P. Car M_D., Mullins, C. 
Orro A. Wrestey, Salt Lake City, 
Chairman, Industrial Commission and Utah Labor 
Relations Board 
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SUPPLEMENTARY LIST—CORRECTIONS 


In the annual Internship and Residency Number of Tue Jovrnar, Oct. 5, 1957, incom- 
plete or inaccurate data were presented. The corrected entries are as follows: 


Approved Residencies and Fellow ships 


DERMATOLOGY é 
> 
ize a: 
Name of Hospital Location thiel of Service 357 
University of California Hoepital Les Angele= T. H. Stermbere......... @ eee 3 3 
NEUROLOGY 
& - 
<,€ 
i sft = a 
Ege die Fes 
Name of Hospital oeation thie! of Service = 
University of California Hospital *-* ................. Lox Angeles 1 3 3 
PATHOLOGY 
Name of Hospital Location thief of Service a= 
SURGERY 
A 
“tt 
Name of Hospital Location thie! of Service = est 
University of California Hospital Los Angeles Webster. eee 1 3 3 25 
RADIOLOGY 


Heading= for statixtieal columns for Radiology residencies were trans posed (pages 341, 442, HOB, 45). should read follows: 


= = 
z 
it 7 i 
Name of Hospital Location (hie! of Service 
Other correetions in Radiology residencies are 
North ¢ Hospital *-* ....... Winston-Salem, N. 2.711 123 ” 6 1% 
THORACIC SURGERY 
- 
é si. F . 
Name of Hospital Location Chie! of Service Fas wht 252 
Hiram T. Lengeten. MD. ¢ ‘hicago, and Herbert C. Mailer, M.D. New Vork City, weno omitted on page “ as members of The Board of 


Thoracic Surgery 


STIPENDS 
. Vineent Hospital, Worcester, Mas The stipend for approved residency programe at this hospital ie #175 per month. 
Louis City Hospital, St. Louis, Mo The stipend tor approved residency programe at this hospital ix per month. 
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POSTGRADUATE COURSES 


The following postgraduate course notices, which 
have not come to the attention of the Council pre- 
viously, are published for information only. 

Jan. 17-18, 1958, the active staff of Franklin Hos- 
pital in cooperation with University of California 
Medical Extension will present a 12-hour series of 
lectures, panel discussions, and question periods on 
Nontraumatic Emergencies. For further informa- 
tion, address Head, Medical Extension, University 
of California Medical Center, San Francisco 22. 

A one-day six-hour course, Management of Sur- 
gical Emergencies, will be given Jan. 23 at the 
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University of California at Los Angeles Medical 
Center. Included will be surgical demonstrations. 
Further inquiry should be made of Assistant Dean 
for Postgraduate Medical Education, University of 
California Medical Center, Los Angeles 24. 

The University of Oklahoma Medical Center, 800 
N. E. 13th St., Oklahoma City, will present the 
following courses: Fluids, and Nutri- 
tional Balance, a three-day 24-hour continuous 
course for general practitioners, Feb. 6-8, 1958; 
Basic Electrocardiography, a five-day 44-hour con- 
tinuous course March 3-7, 1958; Trauma, a two-day 
12-hour course for general practitioners April 11-12, 
1958. 


MEDICINE AND THE LAW 


THE SHERMAN ACT AND THE 
PRACTICE OF MEDICINE 


Is the practice of medicine “trade or commerce,” 
and, if so, is it trade or commerce of an interstate 
character so as to be amenable to the restrictions 
of the Sherman Anti-Trust Act? The answer to this 
question has been hinted at in a few court decisions. 
Now the United States Court of Appeals for the 
Eighth Circuit has faced the issue squarely and 
the conclusion reached is of considerable interest 
and importance to the entire medical profession. 

Dr. Frank Riggall, a duly licensed physician and 
surgeon in Washington County, Arkansas, having 
been denied membership in the county society, sued 
that society and a number of its members for treble 
damages under the provisions of the Sherman act. 
He alleged, among other things, that in the course 
of his practice he received, accepted, treated, and 
administered to patients from Arkansas, Oklahoma, 
Kansas, Missouri, Texas, and other states, and that 
but for his denial of membership in the Washington 
County Medical Society he would have done so to 
many more patients. This, he alleged, would have 
been of great economic benefit and importance to 
him as well as to his patients, the public, and so- 
ciety in general. All of this he contended substan- 
tially affected trade and commerce between the 
state of Arkansas and other states and constituted 
a conspiracy to restrain interstate commerce. 

The trial court held that it was without jurisdic- 
tion and dismissed the complaint without taking 
any evidence. The court of appeals first noted that 
the complaint was confined to the plaintiffs private 
medical practice and charged no economic burden 
on the public. There was no allegation that the re- 
jection of the plaintiff's application for membership 
in the county society resulted in the raising or fixing 
of fees charged the public by other physicians. 
There was no allegation in the complaint remotely 


suggesting that the acts of the defendants cast any 
burden upon interstate commerce. The mere fact, 
suid the court, that the plaintiff at his location in 
Arkansas may be treating patients from other states 
who must travel interstate does not result in his 
practicing his profession in interstate commerce. 
The practice of his profession, as disclosed by the 
allegations in his complaint, was neither trade nor 
commerce within section 1 of the Sherman Anti- 
Trust Act, nor were there any allegations in the 
complaint indicating that the actions of the defend- 
ants resulted in a monopoly within the provisions 
of section 2 of the Sherman act. 

Finally, the court said that the plaintiff was not 
prevented from practicing his profession. His com- 
plaint, in substance, was that the practice of his 
profession would have been more profitable to him 
had he not been deprived of membership in the 
Washington County Medical Society. The court 
pointed out, however, that the Sherman act was 
not enacted primarily to protect the individual but 
to protect the general public economically, and a 
private party may not recover under the act unless 
there has been an injury to the general public eco- 
nomically. 

On November 15, 1957, the court of appeals, 
therefore, held that, on the facts set forth in the 
plaintiffs complaint, the practice of medicine was 
not trade or commerce and that the defendants had 
not combined or conspired to monopolize trade or 
commerce among the several states. The trial court 
was therefore held to be without jurisdiction and 
the complaint was properly dismissed. 

This decision would seem clearly to support the 
proposition that a medical society which, in good 
faith, denies membership to a local physician in 
private practice, even though that physician treats 
patients who come to him from other states, is not 
subject to the payment of damages in a civil suit 
under the Sherman Anti-Trust Act. 
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ARKANSAS 
Memorial Student Aid Foundation.—A Memorial 
Student Aid Foundation, to help deserving students 
obtain a medical education, has been organized in 
tribute to the late Dr. Jeff Banks, head of the gross 
anatomy department at the University of Arkansas 
School of Medicine, Little Rock. The sponsors of 
the foundation are the Medical Division of the 
University of Arkansas Alumni Association, the 
Arkansas Medical Society, and the School of Medi- 
cine. Dr. Banks personally gave financial aid to 
many students during his 23 years on the School of 
Medicine faculty. The foundation replaces a tem- 
porary committee which already had received near- 
ly $7,000 in contributions to a Jeff Banks fund. Dr. 
James D. Mashburn, of Fayetteville, has been 
elected president of the Foundation, Dr. Willard 
H. Pruitt, of Camden, vice-president, and Dr. James 
W. Headstream, of Little Rock, secretary-treasurer. 


CALIFORNIA 

Conference.—The 10th annual 
midwinter radiological conference, sponsored by 
the Los Angeles Radiological Society, will be held 
Feb. 22-23 at the Biltmore Hotel, Los Angeles. Dr. 
Richard A. Kredel, president of the society, will 
present an address the morning of Feb, 22. Other 
speakers include Dr. Edward B. D. Neuhauser, Bos- 
ton; Prof. William V. Mayneord, D.Sc., London, 
England; Dr. Donald L. McRae, Montreal, Canada; 
and Dr. J. Ralston K. Paterson, Manchester, Eng- 
land. A symposium on the hazards in the medical 
use of radiant energy will be moderated by Dr. L. 
Henry Garland, San Francisco. Round-table lunch- 
eon discussions and exhibits are planned. For in- 
formation write Dr. C. C. Adler, Los Angeles Radio- 
logical Society, 2010 Wilshire Blvd., Los Angeles 57. 


Pediatric H Residency.—The Childrens 
Hospital of Los Angeles has announced a residency 
in pediatric hematology for one year beginning 
July, 1958. The resident participates in all phases 
of diagnosis and management of clinic hematology 
patients. He serves as consultant to the pediatric 
house staff and participates in hematology teaching 
rounds. Opportunity is available to learn hematology 
laboratory procedures and to participate in research. 
There is a stipend of $275 per month. Applicants 


Postgraduate Convention.—The 26th annual 
alumni postgraduate medical convention of the 
College of Medical Evangelists will be held Feb. 
25-27 at the Hotel Biltmore, Los Angeles. The pro- 
gram includes the following speakers: Rear Adm. 
B. W. Hogan, U. S. Navy surgeon general; Lt. Col. 
H. Haskell Ziperman, Fort Sam Houston, Texas; Drs. 
William Dameshek, Boston; Richard W. TeL inde, 
Baltimore; Vincent C. Kelley, Salt Lake City, Utah; 
Robert G. Ravdin, Philadelphia; Charles T. Dotter, 
Portland, Ore.; Dwight L. Wilbur, San Francisco; 
Hugh M. A. Smith Jr., Memphis, Tenn.; and Mich- 
ael DeBakey, Houston, Texas. There will be panel 
discussions. The medicolegal discussions will have 
local attorneys and physicians participating with 
Los Angeles County coroner re Curphy. A 
two-day series of refresher courses will be offered 
on the campus preceding the scientific assembly. 
All physicians are invited. For information write Dr. 
Cyril B. Courville, College of Medical Evangelists 
Alumni Association, 1720 Brooklyn Ave., Los 
Angeles. 


Physicians Meeting in Riverside.—The Southern Cal- 
ifornia Regional Meeting of the American College 
of Physicians will be held Feb. 22-23 at the Mission 
Inn, Riverside. The scientific program includes 30 
presentations plus 11 papers to be read by title. 
Dr. Dwight L. Wilbur, president-elect, will dis- 
cuss “Functional Disorders of the Gastro-intestinal 
Tract.” The following papers will be given by in- 
vited speakers: 

Contrast Visualization of the Lymph Nodes, Drs. Norman 
Zheutlin, Pelham, N. Y., and Erward Shanbrom, West 
Haven, Conn. 

Diffuse Myocarditis of Unknown Etiology in Siblings, Dr. 
F. R. Mugler Jr., San Luis Obispo, Calif. 

The moderators include Dr. William L. Cover and 
Dr. Frederick Kellogg. Registration fee is $10; in- 
ternes, residents, and men in uniform are admitted 
as nonpaying guests. A special ladies’ program has 

arranged. For information write Dr. Edward 

C. Rosenow Jr., Chairman, Committee on Scientific 

Program, 2446 Oak Kroll Ave., San Marion, Calif. 


New Biophysics Laboratory at Stanford.—Stanford 
University’s Science Quad soon will get a new $124,- 
000 biophysics research laboratory, which should be 
under way by the end of December. Dr. Henry 
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should write to Dr. Phillip Sturgeon, Hematology 
Research Laboratories, Childrens Hospital of Los 
Angeles, Los Angeles 27. 

Physicians are invited to send to this department items of news of 

general interest, for example, those relating to society activities, new 

hospitals, education, and public health. Programs should be received 

at least three weeks before the date of meeting. 


60 MEDICAL NEWS 


S. Kaplan, head of Stanford Medical School's radi- 
ology department, will direct the new laboratory. It 
will be attached administratively to the W. W. 
Hansen Laboratories of Physics, joining with the 
High Energy Physics Laboratory and the Micro- 
wave Laboratory. A committee representing the 
various University departments with interest in 
biophysical research will govern the new facility. 
The committee, in turn, will be responsible to the 
University Provost and the Dean of Stanford's 
Graduate Division. About 15 scientists, some hold- 
ing regular appointments in other faculty depart- 
ments, will comprise the staff. The two-story, 
rectangular structure will be connected to the Mi- 
crowave Laboratory by a covered walkway. Pro- 
vision for future expansion is included in the plans. 


CONNECTICUT 

Dr. Burr Honored.—An oil painting of Harold Sax- 
ton Burr, Ph.D. E. K. Hunt Professor of Anatomy, 
was presented to the Yale School of Medicine at a 
reception in honor of Dr. Burr, a member of the 
Yale faculty since 1914, who retired Jan. 1. This 
gift of former students, alumni, and colleagues was 
painted by Boris Artzybasheff, artist who is a friend 
of Dr. Burr. Davenport Hooker, Sc.D., formerly 
professor of anatomy at the University of Pitts- 
burgh and now of New Haven, was chairman of 
the portrait committee. Dr. Burr, in recent years 
did research on the bioelectric potential of living 
systems. In 1926 he received the Sterling fellowship 
and went to London and Amsterdam for advanced 
study. In Amsterdam he worked in the laboratory 
of Dr. Ariens Kappers at the Brain Institute. 


GEORGIA 

Foreign Scientists Receive Appointments at Emory. 
—Scientists from other countries were recently 
added to the faculty of the Medical School and re- 
lated areas at Emory University, Atlanta. Geoffrey 
H. Bourne, D.Sc., has assumed the duties of chair- 
man of the department of anatomy. He is a native 
of Australia, and a former professor at the London 
Hospital Medical College. Also appointed are Dr. 
David Brandes, formerly with the Argentina Atomic 
Energy Authority; Dr. Abdel F. Baradi, lecturer at 
Abbassiah Medical College, Cairo, Egypt; and Dr. 
W. C. Osman-—Hill, research scientist at the London 
Zoological Gardens, and the author of two volumes 
on monkeys. German-born Dr. Gerhard A. Brecher 
has been named professor of physiology. He has 
taught at American and European universities, and 
served with an UNRRA team. 


Personal.—At the September meeting of the Board 
of Regents of the University System of Georgia, the 
title of “Emeritus Professor and Emeritus Chair- 
man of the Department of Medicine of the Medical 
College of Georgia” was conferred on Dr. Virgil P. 
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Sydenstricker. Dr. Sydenstricker was retired from 
the Medical College in July after having served as 
professor of medicine for 35 years. Since his retire- 
ment, he has been appointed to the staff of the 
Veterans Administration Hospital in Augusta. In 
the University System of Georgia an emeritus title 
is not automatically assumed on retirement, but it 
is a conferred title. ——Dr. Trawick H. Stubbs, former 
assistant director, Rhode Island Department of 
Public Welfare, has been appointed director of the 
Mental Hygiene Division of the Georgia Depart- 
ment of Public Health. 


ILLINOIS 

Chicago 

Hospital News.—A new “casualty room” has been 
opened at Mercy Hospital adjoining the emergency 
entrance at the Calumet Street side. All surgical 
equipment, sedatives, oxygen applicators, and band- 
ages are now behind closed cabinets, out of pa- 
tients’ sight. New ceiling lighting provides better 
illumination for attending physicians and nurses. 
The idea for the new quarters was initiated when 
many emergency patients arrived in November, 
1956, after an overloaded foot-bridge over the LC. 
tracks at Soldier Field collapsed after a football 
game. 


Personal.—Dr. Francis E. Senear, emeritus professor 
of dermatology, University of Illinois College of 
Medicine, has been elected president of the Inter- 
national Congress of Dermatology. Dr. Senear is 
a past-president of the Chicago Dermatology So- 
ciety, the American Dermatology Association, and 
the American Academy of Dermatology and Syph- 
ilology.——Dr. Robert M. Kark, professor of medi- 
cine, University of Hlinois College of Medicine, 
gave the William Henry Welch Lecture at the 
Mount Sinai Hospital of New York on “Renal 
Biopsy in Internal Medicine, Pediatrics and Obste- 
trices” Dec. 9. 


University News.—The third lecture in the series 
on the Growth of Medicine presented by North- 
western University Medical School will be given by 
Rev. Robert A. Dahl, chaplain, Chicago Wesley 
Memorial Hospital, on “The Relations of the Physi- 
cian and Clergy through the Ages,” Jan. 21, 8 a. m. 
——The fourth in the Northwestern University Medi- 
cal School lecture series on the “Growth of Medi- 
cine” will be presented by Dr. Ben Boshes, chair- 
man, department of neurology and psychiatry at 
Northwestern, on “The History of Psychiatry” Jan. 
28. 8 a. m——The fifth lecture in the series on 
the growth of medicine, presented by the North- 
western University Medical School, will be given 
Feb. 4 by Dr. Lester S. King, clinical associate pro- 
fessor of pathology, University of Illinois Medical 
School, on “The Myth of Scientific Medicine.” 
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MASSACHUSETTS 

Boston University Lecture.—William C. Boyd, 
Ph.D., professor of immunochemistry at Boston 
University’s School of Medicine, delivered the uni- 
versity lecture on Dec. 11 on “Genetics and the 
Races of Man.” Dr. Boyd is president-elect of the 
American Society for Human Genetics. The Uni- 
versity Lectureship was established in 1950 to honor 
members of the faculty engaged in significant re- 
search and to provide the faculty, students, and 
alumni with an opportunity to learn more of their 
work. 


Medical History Lecture.—Dr. Bernard Appel, chair- 
man, department of dermatology and syphilology, 
Tufts University School of Medicine, Boston, will 
present “Syphilis—A Rehash of Some Historical As- 
pects” at the Benjamin Waterhouse Medical History 
Society meeting Jan. 20, 7:30 p.m., at the Massa- 
chusetts Memorial Hospital. Dr. Appel’s paper will 
be discussed by Dr. Herbert Mescon, professor of 
dermatology, Boston University School of Medicine. 
Dinner for members and guests will be at 6 p.m. 
Interested persons are invited to the lecture. For 
information write Dr. John J. Byrne, Benjamin 
Waterhouse Medical History Society, 818 Harrison 
Ave., Boston 18. 


Grants for Cancer and Mental Health Research.— 
Grants totaling more than $95,000 for research in 
cancer and mental health have been awarded to two 
professors at Boston University’s School of Medi- 
cine. The National Institute of Mental Health has 
awarded a grant of $70,767 to Dr. B. R. Hutcheson, 
project director of the psychiatry department, to 
study emotional disturbances in children in a small 
urban community. A $25,000 cancer teaching grant 
was awarded to Dr. Henry M. Lemon, of Wey- 
mouth, associate professor of medicine, by the Na- 
tional Cancer Institute, as part of a program begun 
10 years ago to facilitate instruction in neoplastic 
diseases. 


MICHIGAN 

Michigan “Medical Woman of the Year.”"—Dr. Mary 
M. Frazer, Detroit, has been named “Medical Wom- 
an of the Year” by the American Medical Women’s 
Association, Dr. Frazer has served as American 
delegate to the Medical Women’s International As- 
sociation, as American delegate to the Pan American 
Medical Alliance in Mexico City, and as American 
councilor of the Women’s Alliance. During the war 
she was appointed to the State Council of Defense 
for Wayne County. In 1945 she was elected “Lead- 
ing Woman of the Year” by the Soroptimist Club 
and was picked “First Woman of the Year” by the 
University of Detroit. 
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NEW YORK 

New York “Medical Woman of the Year.”"—Dr. Mary 
J. Kazmierczak, Buffalo, has been named “New 
York State 1957 Medical Woman of the Year.” She 
was the first physician to introduce immunization 
against contagious disease on a city-wide basis here. 
In 1953 she was cited by the University of Buffalo 
“in recognition of outstanding ability and distin- 
= accomplishments in the field of civic af- 
airs.” 


Advisory Committee.—Appointment of a 
newly formed scientific advisory committee to Ros- 
well Park Memorial Institute, Buffalo, a cancer re- 
search center and hospital maintained by the New 
York State Department of Health, has been an- 
nounced. The members are Dr. Charles §. Cameron, 
dean, Hahnemann Medical College, Philadelphia, 
Pa., Chester Stock, Ph.D., Memorial Center for 
Cancer and Allied Diseases, New York City; Prof. 
Louis Fieser, department of organic chemistry, 
Harvard University; Dr. Charles Huggins, professor 
of surgery, University of Chicago Medical Center; 
Dean Charles A. Doan, Ohio State University Medi- 
cal School, Columbus; Lloyd W. Law, Ph.D., head 
of leukemia studies section, National Cancer Insti- 
tute; Dr. Russell H. Morgan, radiologist-in-chief, 
Johns Hopkins University Medical School, and Dr. 
R. Lee Clark Jr., director, M. D. Anderson Hospital 
and Tumor Institute, Texas Medical Center, Hous- 
ton. The committee will work with the institute in 
development of research and scientific programs. 
The first meeting was held Nov. 19-20 in Buffalo. 


New York City 

Award Scholarship for Study Abroad.—The New 
York Academy of Medicine has awarded the 1958 
Bowen-—Brooks Scholarship of $4,700 for advanced 
study abroad to Dr. Everett Shocket, senior resi- 
dent surgeon at the Memorial Center for Cancer 
and Allied Diseases. This scholarship was endowed 
by the late Mrs. Elizabeth Cochran Bowen in mem- 
ory of her son Alexander and the late Dr. Harlow 
Brooks, the Bowen family physician. Dr. Shocket, 
whose interest is mainly in thoracic surgery, plans 
to spend his year at hospitals affiliated with the 
University of London, England. 


Personal.—Dr. James M. Hundley, of the United 
Nations Food and Agriculture Organization, de- 
livered the third in the current series of laity lec- 
tures, at The New York Academy of Medicine Dec. 
11 on “The Future in Nutrition.” 


OHIO 


Physicians Meet in Cleveland.—The annual Ohio 
regional meeting of the American College of Physi- 


cians will be held at the Carter Hotel, Cleveland, 


Jan. 23. Dr. Richard A. Kern, president, will be the 
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principal speaker at the banquet. Mr. E. R. Love- 
land, executive secretary of the college, will also be 
a guest of honor. Two clinicopathologic discussion 
periods are scheduled, for the morning and after- 
noon sessions, respectively. Chairmen for the scien- 
tific sessions are Dr. A. Carlton Ernstene, Cleve- 
land; Dr. Charles A. Doan, Columbus; Dr. Charles 
S. Higley, Cleveland; and Dr. Richard W. Vilter, 
Cincinnati. For information write Dr. Charles L. 
Leedham, 2020 E. 93rd St., Cleveland 6. 


Law-Medicine Institute in Cleveland.—Western Re- 
serve University’s Law-Medicine Center has sched- 
uled the fourth in a series of institutes for April 
25-26 on the university campus. Entitled “The Mind: 
A Law Medicine Problem,” the two-day program 
will be held in the courtroom of the university's 
Law School. Topics include “Personality Growth 
and Development: Childhood, Adolescence, Adult”; 
“Causes of Mental Diseases and Illnesses; Physical 
and Emotional, Precipitating and Predisposing’; 
“Management of the Traumatically Disabled Men- 
tally Il"; “Classification of Mental Diseases and IIl- 
nesses”; “Psychological Testing and Interviewing’; 
and “Law-Medicine Cases Involving Mental Dis- 
eases and Illnesses.” Cooperating with the Law 
School in presenting the program will be the 
Cuyahoga County coroner's office, co-sponsor of the 
Law-Medicine Center. Tuition will be $25. For in- 
formation write Mr. Oliver C. Schroeder Jr., Direc- 
tor, Law-Medicine Center, Western Reserve Uni- 
versity, Cleveland 6. 


Appoint Visiting Professor of Philosophy of Science. 
—Dr. Charles E. Raven, D.D., chaplain to Queen 
Elizabeth of England and recent vice-chancellor of 
Cambridge University, has accepted appointment 
as the University of Cincinnati College of Medi- 
cine’s first visiting professor of the philosophy of 
science, Dr. Stanley E. Dorst, dean, has announced. 
The British scientist and theologian, will arrive in 
Cincinnati in March. He will present a series of 
public lectures on the contributions of medicine to 
the philosophy of science under a grant from the 
John and Mary R. Markle Foundation, New York 
City. The series is presented by the department of 
physiology as an experiment in medical education 
primarily to help medical students understand his- 
torical and philosophical implications of their pro- 
fession. Dr. Raven is a fellow of the British Academy 
and the Linnean Society and trustee of the British 
Museum. He has been Noble lecturer at Harvard 
University and Hulsian lecturer at Cambridge. He 
is the author of books, among them “English Natur- 
alists from Necliam to Ray” and “Jesus and the Gos- 
pel of Love.” Dr. William D. Lotspeich, department 
chairman, is in charge of arrangements. 
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OKLAHOMA 

Rice Memorial Lectures.—The Pottawatomie Coun- 
ty Medical Society has established the “Doctor E. 
Eugene Rice Memorial Lectures,” the first series to 
be given for this fall. The subject for the meetings 
will be “Electrocardiography.” Dr. Rice died of a 
heart attack on Sept. 28 in Shawnee. He was a 
member of the American College of Surgeons and 
served on the editorial board of The Journal of the 
Oklahoma Medical Association. 


PENNSYLVANIA 

Dr. Grandon Receives Seibert Award.—Dr. Ray- 
mond C. Grandon, who was selected as the 1957 
recipient of the Seibert Memorial award, was hon- 
ored at the annual post graduate assembly dinner 
of the Harrisburg Academy of Medicine, Nov. 16. 
Dr. Grandon, a cardiologist, is the 14th member of 
the Academy to win the $500 award for “service 
for the advancement of the Harrisburg Academy 
of Medicine.” The award is to be used within one 
vear for a trip to European or North American 
medical centers or institutions and to report back 
to the academy his impressions. The Seibert Me- 
morial Award was instituted in 1925 by Anna Mary 
Seibert, sister of the late Dr. William Henry Seibert 
of Steelton, one of the founders of the Academy. 
Dr. Grandon has been practicing in Harrisburg 
since 1951. He is director of the Post Graduate 
Hospital Training Program which is sponsored by 
The Medical Society of the State of Pennsylvania. 


VIRGINIA 

State Medical Election.—The Medical Society of 
Virginia has installed the following officers: Dr. 
Harry C. Bates Jr., of Arlington, president, to suc- 
ceed Dr. James D. Hagood, of Clover; Dr. Walter 
P. Adams, of Norfolk, president-elect; and Dr. 
J. R. B. Hutchinson, Arlington, Dr. H. H. Hurt. 
Lynchburg, and Dr. C. C. Hatfield, Saltville, vice- 
presidents. 


TEXAS 

Poison Information Center.—A Poison Information 
Center began operation in Houston in October to 
supply physicians with information on toxic materi- 
als found around the home. Convalescent poliomye- 
litis patients at the Wolff Home Rehabilitation Unit 
are providing the secretarial and telephone-answer- 
ing service for the center. Baylor University College 
of Medicine is one of the cooperating organizations 
responsible for setting up the center, and Dr. Harold 
L. Dobson, Houston, has acted as chairman of the 
organizational committee. Initial financing is being 
provided by the Riker Corporation, the Houston 
Pediatric Society, public relations board of the 
Harris County Medical Society, and the Houston 
Society of Internal Medicine. 


V 
195 


Vol. 166, No. 1 


GENERAL 

Conference on Artificial Internal Organs.—The 
Rockefeller Institute, through its Medical Elec- 
tronics Center in collaboration with the American 
Society for Artificial Internal Organs and the Pro- 
fessional Group on Medical Electronics of the In- 
stitute of Radio Engineers, is planning a joint 
conference to be held, January 15, at the Institute 
on subjects relating to the use, design, maintenance, 
and control of artificial organ systems. The confer- 
ence will include resumes of work done on artificial 
kidneys, respiratory systems (including respirators 
and oxygenators ), hearts, bladders, larynges, ocular 
devices, and guidance systems. The chairman for 
the morning session is Peter F. Salisbury, Cedars of 
Lebanon Hospital, Los Angeles. For the afternoon 
session which will concern problems common to all 
artificial organ systems, the chairman will be Dr. 
George H. A. Clowes Jr., Western Reserve Uni- 
versity, Cleveland. For information write The 
Rockefeller Institute for Medical Research, 66th 
Street and York Avenue, New York 21, N. Y. 


College Scholarships Double in Five Years.—Col- 
lege Students now have about twice as many 
scholarships to try for as they had five years ago, 
the U. S. Department of Health, Education and 
Welfare reports. In 1955-56 there were 237,000 
scholarships available at U. S. colleges and univer- 
sities, valued at $65,700,000. Altogether, scholar- 
ships, loans and campus employment available to 
college students amounted to more than $144,000,- 
000 in 1955-56. Results of the survey, which is in- 
tended to help parents, young people, and educa- 
tors know where to find financial aid, are reported 
in two publications, “Financial Aid for College 
Students: Undergraduate,” and “Financial Aid for 
College Students: Graduate.” Copies may be ob- 
tained from the Superintendent of Documents, 
U. S. Government Printing Office, at $1.00 and 50 
cents, respectively. 


U. S. Contributes to Malaria Eradication Program. 
—Seven million dollars have been contributed by 
the United States government to the World Health 
Organization and the Pan American Sanitary Organ- 
ization in furtherance of their work in assisting 
governments throughout the world to eradicate 
malaria. The U. S. rtment of State presented 
a check of 5 million dollars to WHO director-gen- 
eral Dr. M. G. Candau, and another check for 2 
million dollars to Dr. Fred L. Soper, Director, Pan 
American Sanitary Bureau, Regional Office of WHO 
for the Americas. At its 14th conference in Chile 
in 1954, the Pan American Sanitary Organization 
launched the first concrete program in a major area 
of the world, aimed at the eradication of malaria. 
In a similar action taken in Mexico in 1955, the 
eighth World Health Assembly extended the eradi- 
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cation program to embrace the whole world. Spe- 
cial malaria eradication funds were set up outside 
the regular budgets of WHO/PASO to help meet 
the considerable immediate cost of this work. The 
organizations invited voluntary contributions to 
these funds, over and above the reqular, assessed 
quota payments made annually by their member 
governments. There are 88 nations which are mem- 
bers of the World Health Organization; the Pan 
American Sanitary Organization includes as mem- 
bers the 21 American republics and France, the 
Netherlands, and the United Kingdom on behalf of 
their territories in the Western Hemisphere. 


Russian Doctors Tour U.§.—Five Russian physicians 
arrived in San Francisco recently for a nationwide 
tour of American public health facilities. They are 
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Lecenp 
Russian physicians arrive in San Francisco for tour of 
American health facilities. 


Dr. Ivan L. Bogdanov, Dr. Sergei V. Kurzshov, Dr. 
Grigoriy V. Vygodchikov, Dr. Semen A. Sarkisov, 
and Dr. Nikolai N. Blokhin. 


Northwest Physicians Meet in Seattle.—The Pacific 
Northwest regional meeting of the American Col- 
lege of Physicians will be held in the Health Sci- 
ences Auditorium, University of Washington School 
of Medicine, Seattle, Jan. 17. The program includes 
the following papers by invited speakers: 

Use of Cardiac Catherization in Management of Patients 
with Valvulag Disease of Left Ventricle, Dr. Gordon A. 
Logan, Seattle. 

Physiological Basis for Heart Sounds, Dr. Robert F. Rush- 
mer, Seattle. 

Dr. Dwight L. Wilbur, San Francisco, president- 
elect of the college, and Col. John P. Stapp, M.C., 
U. S. A. F., will speak at the dinner, with Col. 
Stapp discussing “Man in Space.” For information 
write Dr. James W. Haviland, 721 Minor Ave., 
Seattle 4, Wash. 
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Trudeau Society Meeting in —Three 
days of scientific sessions will mark the 53rd annual 
meeting of the American Trudeau Society, medical 
section of the National Tuberculosis Association, 
May 19-21, in Philadelphia. On May 22, the society 
will meet jointly with the association. There will be 
panel discussions on the tuberculin test, fungus 
diseases of the lung, and radiation hazards. A spe- 
cial talk will be given May 20 by Dr. Harriet L. 
Hardy, of Massachusetts General Hospital, Boston. 
on “Respiratory Disease in Europe, Africa, and 
Peru in 1957.” Sessions will be held at the Conven- 
tion Hall except for “sandwich seminars.” which 
will be conducted during the lunch period May 19 
and 21 at nearby hospitals. Papers for the scientific 
sessions will be selected from abstracts submitted 
to the Medical Sessions Program Committee not 
later than Jan. 8. Five copies should be sent to Dr. 
Katharine R. Boucot, chairman, Woman's Medical 


College, Philadelphia. 


Switzerland Ski Tour.—The second ski tour for 
physicians attending the meeting of the West Ger- 
man Medical Association March 8-22 and organized 
by Dr. Glenn MacDonald, Montpelier, Vt., has been 
announced. The tour leaves Idlewild Airport March 
7 and arrives in Davos, Switzerland, March 8, re- 
turning to New York City March 23. The scientific 
programs include ordinary infections, heart dis- 
eases, and problems related to neurology, obstetrics, 
gynecology, surgery, and pediatrics. A schedule 
of daily visits to tuberculosis sanatoriums in Davos, 
an eye hospital, a research laboratory, and a 
general hospital is arranged. The cost for the tour 
is about $680 per person and includes all expenses. 
Arrangements have been made by General Tours, 
595 Madison Ave.. New York City. For a small 
additional cost it is possible for individuals to ex- 
tend their European stay. For information write 
Dr. Glenn MacDonald, Montpelier, Vt. 


Clinical Research Meeting.—The Western Society 
for Clinical Research will meet Jan. 30-Feb. 1 at 
the Golden Bough Theater, Carmel, Calif. A total of 
79 papers are scheduled for presentation. The presi- 
dential address will be given Jan. 30 by Dr. Frank 
H. Tyler, Salt Lake City, Utah. The following 
presentations include speakers from other coun- 
tries: 

Effect of Anemia and Transfusion Polycythemia on Phos- 
phorus and tron Uptake in Erythrocyte Precursors in Rat 
Bone Marrow, Studied by Means of a Triple Tracer 
Technique with P™, Fe®*, and Cr®', Drs. Joseph P. Kriss, 
San Francisco, Edwin O. Field, and John R. Gibbs, 
London. 

Possible Role of Capillary Erection as a Cause for Lung 
Expansion in the Newborn Infant, Drs. Forrest H. Adams, 
tt Angeles, Jonas P. Karlberg, and John Lind, Stock- 
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Effect of Portal-Systemic Venous Collateral Circulation on 
Cardiac Output and Blood Volume in Liver Disease, Drs. 
John F. Murray, Los Angeles, Anthony M. Dawson, and 
Sheila P. Sherlock, London. 

For information write Dr. Arthur J. Seaman, Uni- 

versity of Oregon Medical School, 3181 S$. W. Sam 

Jackson Park Road, Portland 1, Ore. 


Pathologists Present Joint Program.—A joint pro- 
gram of the Atlanta Society of Pathologists, Georgia 
Association of Pathologists, and the Southeastern 
Region of the College of American Pathologists 
will be held March 29-30 at the Academy of Medi- 
cine, Fulton County Medical Society, Atlanta, Ga. 
The first day will be devoted to communicable 
diseases including 20 different workshops and lab- 
oratory procedures related to communicable dis- 
eases. The participants are members of | the 
Communicable Disease Center, U. S. Public Health 
Service, Chamblee, Ga. The second day will be 
devoted to a seminar on bone diseases moderated 
by Dr. Henry L. Jaffe, pathologist, Hospital for 
Joint Diseases, New York Citv. There will be a 
panel discussion on bone tumors that afternoon. The 
participants will be Dr. Jaffe, Dr. Norman L. Higin- 
botham, attending surgeon, Memorial Center, New 
York City, and Dr. Paul C. Hodges, chairman of 
department of radiology, University of Chicago 
Medical School. For information write Dr. John 
T. Godwin, Director of Laboratories, St. Joseph's 
Infirmary, 272 Courtland St.. N. E., Atlanta, Ga. 


New Journal of Biology and Medicine.—Perspec- 
tives in Biology and Medicine, a new quarterly 
journal dedicated to a multidisciplined approach to 
biology and medicine, has been announced by the 
Division of Biological Sciences and the Press of 
the University of Chicago. The editors are Dwight 
J]. Ingle Ph.D., and Dr. S. O. Waife. Their objec- 
tive is “a journal oriented toward man and _ his 
diseases but with appreciation of the fact that the 
roots of medical theory reach into all fields of 
biology and all processes of life, a journal to com- 
municate and stimulate original thought in the 
biological and medical sciences and to be inspira- 
tional to young men and women to think bevond 
the confines of splintering specialization.” The 
journal will present new hypotheses and concepts: 
interpretative, selective essays; and reviews by men 
in science and medicine of their formative years 
and their philosophy of research. Perspectives is 
supported by an advisory board of Detlev W. 
Bronk LL.D., Rockefeller Institute for Medical 
Research; Dr. Sir Henry Dale, Wellcome Physio- 
logical Research Laboratory, London; Dr. U. S. 
von Euler, Karolinska Institute, Stockholm; René 
}. Dubos Sc.D., Rockefeller Institute for Medical 
Research; Dr. Bernardo A, Houssay, Institute of 
Biology and Experimental Medicine, Buenos Aires, 
Dr. Otto Loewi, Pharmacology, Pennsylvania; Dr. 
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Peyton Rous, Rockefeller Institute for Medical Re- 
search; Richard H. Shryock Ph.D., Institute of the 
History of Medicine, Johns Hopkins University. 
Dr. DeWitt Stetten Jr, National Institute for 
Arthritis and Metabolic Diseases; Paul A. Weiss 
Ph.D., Rockefeller Institute for Medical Research: 
and Dr. G. E. W. Wolstenholme, CIBA Founda- 
tion, London. Subscriptions, at $6 a year, may be 
sent to The University of Chicago Press, 5750 Ellis 
Ave., Chicago 37, II. 


Lasker Award Winners.—The American Public 
Health Association has presented Albert Lasker 
prizes for “outstanding medical research and public 
health achievement” to nine physicians from the 
U. S., Canada, India and France. The 1957 Awards 
have been increased in cash value from $1,000 to 
$2,500 by the Albert and Mary Lasker Foundation. 
They were presented to the following: 


Dr. Rustom Jal Vakil, King Edward Memorial Hospital, 
Bombay, India, for his studies on Rauwolfia in hyper- 
tension. 

Dr. Nathan S. Kline, director of research, Rockland State 
Hospital, Orangeburg, N. Y., for his demonstrations of the 
value of Rauwolfia derivatives, especially reserpine, in the 
treatment of mental and nervous disorder. 

Dr. Robert H. Noce, director of clinical services, Modesto 
State Hospital, California, for studies of reserpine and its 
uses among the mentally ill and among mental defectives. 

Dr. Henri Laborit, Hospital du Val de Grace, Paris, France, 
for his studies of surgical shock and postoperative illness 
which resulted in the first application of chlorpromazine 
as a therapeutic agent. 

Dr. Pierre Deniker, former chief of clinic, Medical Faculty, 
Psychiatric Hospitals, Paris, France, for introduction of 

ne into psychiatry and demonstration that a 
medication can influence the clinical course of the major 


psyc 

Dr. Heinz E. clinical director, Verdun Protestant 
Hospital, Montreal, Canada, for his demonstration of the 
practical uses of chlorpromazine on individuals and groups 
in the treatment of mental and nervous disorders. 

Dr. Richard E. Shope, The Rockefeller Institute for Medical 
Research, New York, for contributions to the better under- 
standing of infectious diseases in animals and man and 
his discovery of new microbiological principles. 

Dr. Frank G. Boudreau, director, Milbank Memorial Fund. 
New York, for promotion of better mental health, good 
nutrition and healthful housing. 

Dr. Cassius J. Van Slyke, associate director, National In- 
stitutes of Health, Bethesda, Md. for contributions to the 
nation’s health in advancing medical research and scien- 
tific training. 


An award was also given, posthumously, to Dr. 
Reginald M. Atwater, late executive secretary of 
the American Public Health Association for service 
to the profession and the association. 


Society News.—The following officers of the South- 
ern Medical Association have been installed: presi- 
dent, Dr. Willis K. Kelly West, of Oklahoma City, 
Okla., succeeding Dr. John P. Culpepper Jr., Hat- 
tiesburg, Miss.; president-elect, Dt. Milford O. 
Rouse, Dallas, Texas; first vice-president, Dr. Edwin 
H. Lawson, New Orleans; and second vice-presi- 
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dent, Dr. Donald F. Marion, Miami, Fla. The 1958 
meeting will be held in New Orleans Nov. 3-6.—— 
The following officers of the Western Orthopedic 
Association have been installed: Joe B. Davis, 
president, Portland, Ore.; William F. Stanek, presi- 
dent-elect, Denver; Faulkner A. Short, vice-presi- 
dent, Portland, Ore.; Eldon G. Chuinard, secretary, 
Portland, Ore.; and Walter Scott, treasurer-his- 
torian, Los Angeles. The 1958 annual meeting to be 
held in Portland, Ore., is scheduled for Oct. 22-25. 
——At the recent meeting of The Congress of Neu- 
rological Surgeons Raymond K. Thompson suc- 
ceeded to the presidency. The following officers 
were elected: vice-president, Philip D. Gordy, 
Wilmington, Del.; secretary-treasurer, Richard L. 
DeSaussure, Memphis, Tenn.; and executive com- 
mittee members, Edward C. Weiford, Kansas City: 
John R. Russell, Indianapolis; and Robert D. 
Weyand, Oakland, Calif. The eighth annual meet- 
ing will be held on Oct. 20-Nov. 1, 1958, at the 
Saint Francis Hotel in Francisco.——The 
Western Surgical Association has installed the fol- 
lowing officers: president, Dr. James B. Brown, St. 
Louis; first vice-president, Dr. Philip B. Price, Salt 
Lake City, Utah; second vice-president, Dr. LeRoy 
D. Long, Oklahoma City, Okla.; secretary, Dr. John 
T. Reynolds, 612 N. Michigan Ave., Chicago; treas- 
urer, Dr. Cecil D. Snyder, Winfield, Kan.; and re- 
corder, Dr. Walter W. Carroll, Chicago. The NEXT 
MEETING will be held in Rochester, Minn., Nov. 
20-22, 1958, with Dr. Deward O. Ferris, chairman 
of the local committee.——The following new offi- 
cers of the American Association for the Surgery of 
Trauma have been announced: president, Dr. Wil- 
liam L. Estes Jr., Bethlehem, Pa.; and secretary, Dr. 
William T. Fitts Jr., 3400 Spruce St., Philadelphia 4. 
The next meeting of the society will be in Chicago 
Oct. 2-4 at the Drake Hotel.——The following of- 
ficers of the Southwestern Medical Association have 
been installed: Dr. Louis G. Jekel, Phoenix, presi- 
dent; Dr. A. R. Clauser, Albuquerque, president- 
elect; Dr. Wendell H. Peacock, Farmington. 
N. Mex., vice-president; and Dr. Russell L. Deter, 
El Paso, Texas, secretary-treasurer (re-elected ).—— 
The International Cardiovascular Society has 
elected the following officers for the term 1957- 
1959: president, Dr. Michael E. DeBakey, Houston, 
Texas; vice-presidents, Dr. Mario Degni, Sao Paulo, 
Brazil, Mr. Charles A. Rob, London, and Dr. Harris 
B. Shumacker Jr., Indianapolis; secretary-general, 
Dr. Henry Haimovici, New York City, and treas- 
urer-general, Dr. Ralph A. Deterling Jr., New York 
City. The tourth international congress of — the 
society will be held in Europe in 1959. 


FOREIGN 

Dr. Bovet Wins Nobel Prize in Physiology.—The 
Karolinska Institutet, Stockholm, Sweden, has an- 
nounced that Prof. Daniel Bovet, head, department 
of pharmacology, Istituto Superiore di Sanita in 
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Rome, has been awarded the 1957 Nobel Prize in 
physiology and medicine for work that has led to 
the development of sulfa drugs, antihistamines, and 
muscle relaxants. Dr. Bovet was born in Switzer- 
land and became a naturalized Italian citizen in 
1947. He is the first Italian to win the Nobel Prize 
in medicine and physiology since 1906. While 
Bovet was working at the Pasteur Institute in Paris 
in 1932, Germany's Dr. Gerhard Domagk reported 
that prontosil, a dye product, could be used to kill 
bacteria that cause common infections. Prof. Bovet 
and colleagues set about breaking down prontosil 
and eventually isolated sulfanilamide. In 1937, with 
a Swiss colleague, he is said to have produced the 
first antihistamine, then turning his attention to the 
study of curare he developed a series of synthetic 
curare drugs. 


EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a vear for foreign medical grad- 
uates. First Examination. Medical Schools in the United 
States, March 25. Final date for filing application is Feb. 
10. Second Examination. Medical Schools in the United 
States and Foreign Countries, Sept. 23. Final date for fil- 
ing application is June 23. Executive Director, Dr. Dean 
F. Smiley, 1710 Orrington Ave., Evanston, Hlinois. 


BOARDS OF MEDICAL EXAMINERS 


ALABAMA: Examination. Montgomery, June 17-19. Sec., Dr. 
D. G. Gill, State Office Building, Montgomery 4. 

Anizona:* Examination. Phoenix, Jan. 15-17. Exec. Sec., Mr. 
Robert Carpenter, 826 Security Bldg., Phoenix. 

Decawane: Examination. Dover, Jan. 14-16. Reciprocity. 
Dover, Jan. 23. Dr. Joseph S. McDaniel, Professional 


Geoncta: Examination and Reciprocity. Atlanta and Augus- 

a. June. Sec., Mr. C. L. Clifton, 224 State Capitol, At- 
nta. 

Ipano: Examination and Reciprocity. Boise, Jan. 13-15. Ex. 
Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 

— Examination and Reciprocity. Portland, Mar. 11-13, 

, Dr. Adam P. Leighton, 192 State Street, Portland. 

Examination. Boston, Jan. 14-17. Sec., Dr. 
Robert C. Cochrane, 37 State House, Boston. 

Minnesora:® Examination and Reciprocity. Minneapolis, 
Jan. 21-23. Sec., Dr. F. H. Magney, 230 Lowry Medical 
Arts Bldg., St. Paul 2. 
Montana: Examination and Reciprocity. Helena, April 1, 
Sec., Dr. Thomas L. Hawkins, 555 — Ave., Helena. 
NEBRASKA: * Examination. Omaha, June. Mr. Husted 
K. Watson, Room 1009, State Capitol Bray Lincoln 9. 
New Hamestmime: Examination and Reciprocity. Concord, 
Mar. 12-14. Sec., Dr. Mary M. Atchison, 107 State House, 
Concord. 

New Jensey: Examination. Trenton, Feb. 18-21. Sec., Dr. 
Patrick H. Corrigan, 28 West State St., Trenton. 
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: Examination. Grand Forks, Jan. 9-12. Reci- 
procity. Grand Forks, Jan. 12. Sec., Dr. C. J. Glaspel, 
Grafton. 

Oxtanoma:* Examination. Oklahoma City, June 3-4. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Onecon:* Examination. Portland, Jan. 15-16. Final date for 
filing application is December 16. Exec. Sec., Mir. Howard 
I. Bobbitt, 609 Failing Bldg., Portland 4. 

PeNNsyLvANia: Examination. Philadelphia, January. Acting 
Sec., Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

Sourm Daxora:* Examination. Sioux Falls, Jan. 21-22. 
Exec. Sec., Mr. John C. Foster, 300 First National Bank 
Bldg., Sioux Falls. 

Texas:* Examination and Reciprocity. Fort Worth, June 23- 
25. Sec., Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort 
Worth 2. 

Uran: Examination. Salt Lake City, July 9-11. Director, Mr. 
Frank E. Lees, 324 State Capitol Bldg., Salt Lake City 1. 

Vermont: Examination and Reciprocity. Burlington, Jan. 29- 
31. Sec., Dr. F. J. Lawliss, Richford. 

Wasmincron:* Examination. Seattle, Jan. 13-15. Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

West Vincinta: Examination. Charleston, January. Sec., Dr. 
Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 

Wisconsin: Examination. Madison, January. Dr. 
Thomas W. Tormey, Jr., 1140 State Office Bldg., Madison. 

Wyomunc: Examination and Reciprocity. Cheyenne, Feb. 3. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 

Avaska:*® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Guam: Subject to Call. Act. Dr. S. F. Provencher, 
Agana. 

Hawau: Examination. Honolulu, Jan. 13-14. Sec., Dr. LL. 
Tilden, 1020 Kapiolani St., Honolulu. 

Puerto Rico: Examination. San Juan, March 4-7. Sec., 
Mr. Joaquin Mercado Cruz, Box 9156, Santurce. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Ataska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

Arkansas: Examination. Little Rock, May 5-6. Sec., Mr. 
S. C. Dellinger, Zoology Department, University of 
Arkansas, Fayetteville. 

Connecticut: Examination. New Haven, Feb. 8. Exec. 
Asst.. Mrs. Regina G. Brown, 258 Bradley St.. New 
Haven 10. 

Distmct or Covummia: Examination. Washington, April 
14-15. Deputy Director, Commission on Licensure, Mr. 
Paul Foley, 1740 Massachusetts Ave., N. W., Washington 6. 

lowa: Examination. Des Moines, Jan. 14. Reciprocity. Des 
Moines, Jan. 13. See. Dr. Elmer W. Hertel, Waverly. 

Micmican: Examination. Detroit and Ann Arbor, Feb. 14-15. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., 
W. Michigan Ave., Lansing. 

Minnesota: Examination. Minneapolis, Jan. 7-8. Sec., Mr. 
Raymond N. Bieter, 105 Millard Hall, University of 
Minnesota, Minneapolis 14. 

New Mexico: Examination. Santa Fe, Jan. 19. Sec., Mrs. 
Marguerite Cantrell, P. O. Box 1522, Santa Fe. 

Ox.anoma: Examination. Oklahoma City, April 4-5. Sec., 
Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 

Texas: Examination. Austin, April. Sec., Brother Raphael 
Wilson, 407 Perry-Brooks Bldg., Austin. 

Wasnincton: Examination. Seattle, Jan. 8-9. Sec., Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

Wisconsin: Examination. Madison, March 29, Milwaukee, 
June 7. Sec., Sir. William H. Barber, 621 Ransom St., 
Ripon. 

* Basic Science Certificate required. 


Nowrn Canouiwa: Endorsement. Southern Pines, Jan. 11, 

Sec., Dr. Joseph J. Combs, Professional Bldg., Raleigh. 
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DEATHS 


Young, George Alexander Sr., Omaha; born in 
London, England, Feb. 26, 1876; Chicago Home- 
opathic Medical College, 1900; professor of neu- 
rology and psychiatry emeritus at the University 
of Nebraska College of Medicine, where he be- 
came professor and chairman of the department 
of nervous and mental diseases in 1916; from 1912 
to 1916 professor in the department of nervous 
and mental diseases at Creighton University School 
of Medicine; specialist certified by the American 
Board of Psychiatry and Neurology; an associate 
member of the American Medical Association; 
member of the American Psychosomatic Society, 
American Psychiatric Association, and the Central 
Neuropsychiatric Association; past-president of the 
Omaha Midwest Clinical Society; served as head 
of the county board of mental health and consult- 
ant in psychiatry for the Union Pacific Railroad; 
associated with Douglas County Hospital, Lutheran 
Hospital, and Nebraska Methodist Hospital, where 
he died Nov. 3, aged 81. 


Oliver, Edward Allen * Chicago; born in Crestline. 
Ohio, on April 15, 1883; Rush Medical College, 
Chicago, 1909; professor of dermatology emeritus 
at Northwestern University Medical School, where 
he joined the faculty in 1940 as professor and 
chairman of the department of dermatology and 
syphilology; in 1927 he was made associate clinical 
professor of dermatology at his alma mater, where 
he was a member of the faculty since 1912; spe- 
cialist certified by the American Board of Derma- 
tology and Syphilology; member of the American 
Dermatological Association, of which he was past- 
president, and the American Academy of Derma- 
tology and Svyphilology; past-president of the Chi- 
cago Dermatological Society; veteran of World 
War I, associated with the Veterans Administration 
Hospital in Hines, Ill, St. Francis Hospital in 
Evanston, Hl... St. Luke’s and Passavant hospitals. 
died in Winnetka, IL, Nov. 5, aged 74, of coronary 
insufficiency. 


Milham, Claude Gilbert * Hamlet, N. C.; born in 
Newton, Mass., Oct. 27, 1902; Jefferson Medical 
College of Philadelphia, 1927; member of the 
American College of Chest Physicians, American 
Trudeau Society, and the Radiological Society of 
North America; associated with Richmond County 
Memorial Hospital in Rockingham and the Hamlet 
Hospital; local surgeon for the Seaboard Railway; 
charter member and past-president of the Hamlet 


$ Indicates Member of the American Medical Association. 


Rotary Club; member of the board of directors of 
Hamlet Building and Loan Association; died Oct. 
23, aged 54, of coronary thrombosis. 


McKenzie, Benjamin Whitehead ® Salisbury, N. C.; 

Jefferson Medical College of Philadelphia, 1916; 
fellow of the American College of Surgeons; vet- 
eran of World War I; member of the city school 
board; formerly secretary of the Rowan County 
Medical Society; for many years surgeon for the 
Southern Railroad; in 1937 elected president of the 
alumni of the University of North Carolina at 
Chapel Hill; member and past chief of staff, Rowan 
Memorial Hospital, where he died Oct. 25, aged 
64, of myocardial infarction. 


Leary, Deborah Cushing # Chapel Hill, N. C.; Yale 
University School of Medicine, New Haven, Conn., 
1936; certified by the National Board of Medical Ex- 
aminers; specialist certified by the American Board 
of Obstetrics and Gynecology; fellow of the Amer- 
ican College of Surgeons; assistant professor of 
obstetrics and gynecology at the University of 
North Carolina School of Medicine; died in the 
Elizabeth (N. J.) General Hospital Oct. 20, aged 
46, of pneumonia. 


Marshall, Malcolm Yeaman, Murfreesboro, Tenn.; 
University of Michigan Department of Medicine 
and Surgery, Ann Arbor, 1915; service member of 
the American Medical Association; specialist certi- 
fied by the American Board of Psychiatry and Neu- 
rology; member of the American Psychiatric Asso- 
ciation; veteran of World Wars I and I], associated 
with Veterans Administration Hospital, died in the 
Mid-State Baptist Hospital in Nashville Aug. 2S, 
aged 67, of uremia. 


Abbott, Henry Wilson * Waterville, Maine; Med- 
ical School of Maine, Portland, 1908; associated 
with Sisters’ Hospital, where he died Oct. 7, aged 
73, of aplastic anemia. 


Arledge, William Isaac * San Angelo. Texas, 
Memphis (Tenn.) Hospital Medical College, 1897, 
died in the Shannon West Texas Memorial Hos- 
pital Oct. 29, aged 85. 


Armstrong, James Edward * Paris, Texas; Univer- 
sity of Nashville Medical Department, 1907; past- 
president of the Lamar County Medical Society; 
medical examiner for the Selective Service Board 
during World War |; for many vears county health 
officer; died Oct. 5, aged 79. 
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Baker, James Garfield, St. Petersburg, Fla.; Indiana 
Medical College, School of Medicine of Purdue 
University, Indianapolis, 1906; died Oct. 27, aged 75. 


Baron, Edgar Allan, Kecoughtan, Va.; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., Can- 
ada, 1935; specialist certified by the American 
Board of Pathology; service member of the Amer- 
ican Medica! Association; member of the College 
of American Pathologists; fellow of the American 
College of Physicians; veteran of World War II; 
associated with the Veterans Administration Cen- 
ter, where he died July 9, aged 47, of cerebra 
hemorrhage. 


Otto * Yankton, S. D.; Kaiser-Wilhelms- 
Universitat Medizinische Fakultat. Strassburg, Ger- 
many, 1917; member of the American Psychiatric 
Association; clinical director of the Yankton State 
Hospital; died Oct. 30, aged 64. 


Benson, Jean Lee, Whittier, Calif.; University of 
Pittsburgh School of Medicine, 1946; member of 
the American Academy of General Practice; for- 
merly an officer in the medical corps, Army of the 
United States; associated with the Beverly Com- 
munity Hospital in Montebello and the Murphy 
Memorial Hospital in Whittier; died Oct. 23, aged 
36, of cancer. 


Berfield, Clyde * Toulon, Ill.; Rush Medical Col- 
lege, Chicago, 1904; associated with St. Francis 
Hospital and Kewanee Public Hospital, where he 
died Oct. 18, aged 78, of cardiovascular disease. 


Black, Luke, Salisbury, Mass.; University 
and Bellevue Hospital Medical College, New York 
City, 1899, served on the staff of the Lawrence 
(Mass.) General Hospital; died Oct. 28, aged 82, of 


coronary thrombosis. 


Blades, John Marcus, Butler, Ky.; Hospital College 
of Medicine, Louisville, 1904; member of the Ken- 
tucky State Medical Association; served as mayor 
and as a president of the board of education; died 
in Fort Thomas Oct. 4, aged 77. of hypertensive 
heart disease, diabetes mellitus, and carcinoma of 
the prostate. 


Blue, John Jacob * Cedarville, Mich.; Detroit Col- 
lege of Medicine and Surgery, 1917; veteran of 
World War |, died Oct. 23, aged 66, of coronary 
thrombosis. 


Bobb, Clyde S., Mitchell, S. D.; Barnes Medical 
College, St. Louis, 1905; an associate member of 
the American Medical Association; associated with 
Methodist and St. Joseph's hospitals; surgeon for 
the Northwestern Railway; died Oct. 16, aged 80, 
of cancer. 


Braun, Jacob Peter * Hobart, Okla.; University of 


Oklahoma School of Medicine, Oklahoma City, 
1930; member of the American Academy of Gen- 
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eral Practice; associated with the General Hos- 
pital; died Oct. 14, aged 52, of mesenteric throm- 
bosis. 


Brown, Evan Inkerman, West Newton, Pa.; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1911; a member of the board of trustees 
of McKeesport (Pa.) Hospital; a director of the 
Peoples Union Bank and Trust Company; a trustee 
of the Westminster College in New Wilmington, 
which in 1952 conferred on him an honorary de- 
gree of doctor of humanities; died in Elizabeth 
Oct. 22, aged 72, of coronary occlusion. 


Brudno, Emil M., Cleveland; Medical College of 
Ohio, Cincinnati, 1901; served on the staff of St. 
Ann Hospital; died Oct. 15, aged 77. 


Brumbaugh, Arthur St. Clair * Altoona, Pa.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1902; member of the American So- 
ciety of Clinical Pathologists; veteran of World 
War I; served on the staffs of the Nason Hospital, 
Roaring Springs, Miners Hospital of Northern 
Cambria, Spangler, Altoona Hospital, and the 
Mercy Hospital, where he died Oct. 21, aged 78, 
of cerebral thrombosis. 


Carruth, Oscar A., Little Rock, Ark.; University of 
Nashville (Tenn.) Medical Department, 1902; at one 
time on the faculty of the University of Arkansas 
School of Medicine; died Oct. 29, aged 76. 


Butler, James William * Wilmington, Del.; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1920; formerly secretary of the city board of 
health; associated with St. Francis Hospital, where 
he died Oct. 29, aged 63, of lobar pneumonia and 
arteriosclerotic heart disease. 


Cahall, William Leroy, New York City; University 
of Tennessee College of Medicine, Memphis, 1922; 
died in the Mother Cabrini Hospital Sept. 1, aged 
$4, of cancer and cerebral hemorrhage. 


Caldwell, J. Hadley * Newport, Ky.; Medical Col- 
lege of Ohio, Cincinnati, 1906; fellow of the Ameri- 
can College of Surgeons; associated with Speers 
Memorial Hospital in Dayton; honorary staff mem- 
ber of the William Booth Memorial Hospital in 
Covington, where he died Oct. 22, aged 78. 


Caldwell, John K., Galax, Va.; Medical College of 
Virginia, Richmond, 1899; died Oct. 3, aged 85. 


Capel, Havis T., Pine Bluff, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1935, 
member of the Arkansas Medical Society; veteran 
of World War II, on the staff of the Davis Hospital, 
died Oct. 26, aged 48, of coronary thrombosis. 


Carr, Gordon Bennett * Sturgis, Ky.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1916; past-president of the Union County Medical 
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Society; associated with Our Lady of Mercy Hos- 
pital in Morganfield and the Sturgis Community 
Hospital, where he died Oct. 27, aged 67, of acute 
left ventricular failure. 


Chapman, Samuel Thomas, Memphis, Tenn.; \lem- 
phis (Tenn.) Hospital Medical College, 1902; died 
Oct. 28. aged 79. 


Clarke, Elisha Davis, Waynesburg, Pa.; Harvard 
Medical School, Boston, 1892, formerly practiced 
in Woonsocket, R. 1. where he was a member of 
the board of the Woonsocket Hospital; died in the 
Greene County Memorial Hospital Oct. 18, aged 
91. of pneumonia. 


Cogan, Joseph Ambrose * Cambridge, Mass.; Har- 
vard Medical School, Boston, 1887; for many vears 
practiced in Boston, where he served on the board 
of health and was inspector of schools; died Oct. 
27, aged 95, of mitral insufficiency and myocarditis. 


Coley, Andrew Jackson, Oklahoma City, Okla: 
Jefferson Medical College, ISSO; an associate mem- 
ber of the American Medical Association: died Oct. 
16, aged 99, of myocardial insufficiency. 


Crittenden, John Robert, Gordonsville, Ky.; Uni- 
versity of Nashville (Tenn.) Medical Department, 
IS94, died Sept. 2. aged 90, of pneumonia. 


Cummings, Benjamin Franklin * Gunnison, Colo., 
Colorado School of Medicine, Boulder, 1895, for- 
merly practiced in Lake City, where he was mayor, 
coroner, county health officer, and member of the 
school board; served as health officer of Gunnison, 
died in the Community Hospital Oct. 22. aged S6. 


Custer, Charles Cleveland, Pittsburgh, Baltimore 
Medical College, 1909, member of the American 
Trudeau Society, served as medical director of the 
Pennsylvania State Tuberculosis Sanatorium Num- 
ber 1 in South Mountain, Pa., and medical super- 
intendent of the Warren County Tuberculosis Hos- 
pital in Riverside, Ky.; associated with the Vet- 
erans Administration; died in the Presbyterian 
Hospital Sept. 28, aged 71, of myocardial infarction. 


Daggett, Arthur William, Montrose, Calif., St. 
Louis University School of Medicine, 1908; served 
on the staff of the Physicians and Surgeons Hos- 
pital in Glendale; died in Ventura Sept. 21, aged 
78, of arteriosclerosis. 

Dennett, John Jr., Phoenix, Ariz.; Harvard Medical 
School, Boston, 1894; died in Coronado, Calif., Oct. 
17, aged 88. 


Donaldson, John Buchanan * Lorain, Ohio; West- 


ern Reserve University Medical Department, Cleve- 
land, 1904; past-president of the Lorain County 
Medical Society; associated with St. Joseph Hos- 
pital, where he was past-president of the medical 
staff; died Oct. 24, aged 75, of cardiovascular renal 
disease and aneurysm. 


DEATHS 


Doty, Donald James, Cashmere, Wash.; University 
of Washington School of Medicine, Seattle, 1954, 
served as a captain in the medical corps of the 
U.S. Army Reserve at the 10th Field Hospital in 
Wurzburg, Germany, interned at the Kings County 
Hospital in Brooklyn; service member of the Amer- 
ican Medical Association, died in Wenatchee Oct. 
28. aged 29. of hypernephroma of the left kidney. 


Garner, Fay Lorenzo * Madison, Neb., University 
of Nebraska College of Medicine, Omaha, 1942, 
interned at Charles T. Miller Hospital in St. Paul, 
veteran of World War Il, served on the staffs of 
the Lutheran Community Hospital and Our Lady 
of Lourdes Hospital in Norfolk, died Oct. 14, 
aged 46. 


Gastineau, Frank Michael * Indianapolis, Indiana 
University School of Medicine, Indianapolis, 191S; 
professor of dermatology syphilology and 
chairman of the department at his alma mater; 
specialist certified by the American Board of Der- 
matology and Syphilology, member of the Amer- 
ican Academy of Dermatology and Syphilology, 
veteran of World War 1, associated with Meth- 
odist and St. Vincent's hospitals, died Nov. 7, aged 
63. of cancer of the transverse colon and liver. 


Holtz, John Franklin, Plymouth, Ohio, Hering 
Medical College, Chicago, Homeopathic, 1907, 
died Sept. 28. aged 75, of heart disease. 


Hurley, James Raymond, Surgeon. U. S. Public 
Health Service, retired, La Mesa. Calit.; Medical 
Department of the University of California, San 
Francisco, 1908; retired from the U. S. Public 
Health Service in December, 1990; service member 
of the American Medical Association: life member 
of the Association of Military Surgeons of the 
United States; died Oct. 7, aged 76. of cancer. 


Hyden, Eugene Hieronymus, Paris, Ky., University 
of Louisville (Ky.) School of Medicine, 1950; past- 
president of the Bourbon County Medical Society, 
on the staff of the Bourbon County Hospital; died 
in St. Joseph Hospital, Lexington, Ky.. Oct. 12, 
aged 52, of diabetes mellitus and pyelonephritis. 


Jarrett, Laurence Arthur, Dunbar, W. Va.; Univer- 
sity of Louisville (Ky.) Medical Department, 1907, 
an associate member of the American Medical As- 
sociation; formerly health officer of Gassaway,; died 
Oct. 27, aged 77, of coronary occlusion. 


Jones, Earl, Alexandria, La. Tulane University 
School of Medicine, New Orleans, 1918; an asso- 
ciate member of the American Medical Association; 
fellow of the American College of Physicians; for- 
merly practiced in Colfax, where he was parish 
coroner; served on the staff of the Medical Arts 
Clinic in Brownwood, Texas; died Oct. 7, aged 64, 
of carcinoma of the intestine. 
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Kistler, Alvin John * Minneapolis; Marquette Uni- 
versity School of Medicine, Milwaukee, 1915; fel- 
low of the International College of Surgeons; for 
many vears a member of the staff of the Swedish 
Hospital; on the staff of the Mount Sinai Hospital: 
died Oct. 2. aged 68. of heart disease. 


Leitch, Neil McLean * Kalispell. Mont., University 
of Illinois College of Medicine. Chicago. 1925: 
member of the American Urological Association, 
fellow of the American College of Surgeons, school 
district trustee; died in Missoula Oct. 6. aged 60. 


Little. Stillman David, Phoenix. Ariz.. Medical 
School of Maine, Portland, 1905, an associate mem- 
ber of the American Medical Association: died Oct. 
18. aged 85. of cerebral thrombosis. 


Longfield, Fred John * Lathrop. Mo.. Eclectic 
Medical Institute. Cincinnati, 1901, veteran of 
World War |. died in Chicago Oct. 15, awed 81. of 
heart disease. 


Lowry. Stanley T. * San Antonio. Texas, College 
of Physicians and Surgeons, Baltimore, 1901, died 
Oct. 7. aged $1. of carcinoma of the ureter. 


Maitland. Leslie MacKenzie. Drake. Colo... Rush 
Medical College. Chicago. 1917; died Oct. 8. 
aged 75. 


Marsh, Phil Lewis, Jackson. Mich. University of 
Michiaan Medical School, Ann Arbor 1920: died in 
the University Hospital, Ann Arbor, Oct. 12. aged 
66, of arterial fibrillation. 


McFarland, Omer Guy * North Adams. Mich.; In- 
diana Medical College. School of Medicine of 
Purdue University, Indianapolis, 1906: formerly 
president of the Montgomery Bank, a director of 
the Hillsdale National Bank, died in the Hillsdale 
(Mich.) Health Center Oct. 11, aged 74. 


Moorman, Earl, Huntington. W. Va., Hospital Col- 
lege of Medicine, Louisville. 1905, service member 
of the American Medical Association, veteran of 
World War |, for many vears associated with the 
Veterans Administration Hospital, died Oct. 15. 
aged 75. of heart disease. 


Orsten, Paul George * Barker. N. Y., Medizinische 
Fakultat der Universitat, Vienna. Austria, 1921, 
died in Lockport (NX. Y.) Hospital Oct. S. aged 60. 


Pavluk, Peter, Chicago: Chicago Medical School. 
1931, associated with St. Luke's Hospital, where he 
died Nov. 4, aged 57. of cancer and portal cirrhosis. 


Peck, David Billings * Chicago; Northwestern Uni- 
versity Medical School, Chicago, 1905, chairman 
of the board of the Bowman Dairy Company, of 
which he served as vice-president, a director, and 
president, died in St. Francis Hospital in Evanston, 
Ill... Nov. 7, aged 79. 
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Prideaux, Thomas Moore * Lubbock, Texas; Tulane 
University School of Medicine, New Orleans, 1945; 
member of the American Academy of General 
Practice; served in the medical corps of the U. S. 
Naval Reserve; fellow in surgery at the George 
Washington University Hospital in Washington, 
D. C.; died in Washington, D. C., Oct. 11, aged 
37. of congested heart failure. 


Pyburn, Paul Francis, Brooklyn; Bellevue Hospital 
Medical College, New York City, 1895; an associate 
member of the American Medical Association; died 
in St. Anthony's Hospital, Woodhaven, Oct. 158, 
aged 90. of pneumonia. 


Ruskin, Abraham W. * Las Vegas, Nevada; Uni- 
versity and Bellevue Hospital Medical College, 
New York City, 1915, veteran of World War 1; on 
the courtesy staff of the Southern Nevada Me- 
morial Hospital, where he died Oct. 4, aged 66, of 
cerebral hemorrhage and hypertension. 


Sahler, 8. LeRoy, Rochester, N. Y.; McGill Univer- 
sity Faculty of Medicine, Montreal, Que., Canada, 
1915; founding member of the American Board of 
Anesthesiology; past-president of the International 
Society of Anesthesiologists; served as chief anes- 
thesiologist for the Rochester General Hospital; 
associated with lola-Monroe County Tuberculosis 
Sanatorium and Monroe County Infirmary; died 
Oct. 19. awed 71. 


Schneerer, Karl E.. Norwalk. Ohio; Bennett Med- 
ical College, Chicago, 1904, died in the Memorial 
Hospital Oct. 9, aged 77, of mesenteric thrombosis 
and arteriosclerosis. 


Schofl, Charles H., Media, Pa.; University of 
Pennsylvania Department of Medicine, Philadel- 
phia, 1893, an associate member of the American 
Medical Association; fellow of the American Col- 
lege of Surgeons; for many vears associated with 
the Media Hospital, which he founded, died in the 
University Hospital, Philadelphia, Oct. 25, aged 
S4. of arteriosclerotic heart disease. 


Schumann, Enoch * Blue Rapids, Kan.; Ensworth 
Medical College, St. Joseph, Mo., 1907, served as 
health officer of Marshall County; died in St. Jo- 
seph Hospital, Concordia, Sept. 27, aged 76, of 
injuries received in an automobile accident. 


Schwartz, Jacob * Brooklyn; Long Island College 
Hospital, Brooklyn, 1911, specialist certified by the 
American Board of Internal Medicine; fellow of 
the American College of Physicians; consulting 
physician at Beth-El and Brooklyn Women’s hos- 
pitals: died Oct. 13. 72, of cerebral throm- 
bosis. 


Showalter, Laurence Eugene * Dolton, IIl.; North- 
western University Medical School, Chicago, 1933; 
member of the American Academy of General 
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Practice; veteran of World War Il; died in St. 
Francis Hospital, Blue Island, Oct. 8, aged 52, of 


acute coronary occlusion. 


Smith, George Thomas, Chicago; the Hahnemann 
Medical College and Hospital, Chicago, 1897; at 
one time on the staff of the Englewood Hospital; 
died Oct. 28, aged 85, of cerebral thrombosis, 
arteriosclerosis, and diabetes mellitus. 


Smith, Paul B. H., Tyler, Texas; University of 
Maryland School of Medicine, Baltimore, 1906; 
died Oct. 1, aged 79. 


Staudt, Alfred Joseph * Waterloo, lowa; St. Louis 
University School of Medicine, 1924; associated 
with St. Francis Hospital, where he died Sept. 26, 
aged 58, of cerebral hemorrhage. 


Steim, Charles J., Kittanning, Pa.; Medico-Chirur- 
gical College of Philadelphia, 1892; an associate 
member of the American Medical Association; vet- 
eran of World War I; served as assistant director 
of the student health service at the University of 
Pittsburgh; died in the Armstrong County Me- 
morial Hospital Sept. 26, aged 89, of pneumonia. 


Strickland, Nelson Ame Los Angeles; Western 
University Faculty of Medicine, London, Ontario, 
Canada, 1911; died Oct. 11, aged 67, of broncho- 
pneumonia and cerebral thrombosis. 


Suckow, George Robert * Portland, Ore.; Univer- 
sity of Oregon Medical School, Portland, 1930; cer- 
tified by the National Board of Medical Examiners; 
veteran of World War II; associated with Emanuel 
Hospital, Providence “~~ and the Portland 
Sanitarium and Hospital; died Sept. 28, aged 51, 
of coronary thrombosis. 


Taylor, Lester Luke, Yellow Springs, Ohio; Starling 
Medical College, Columbus, 1897; served on the 
staff of the City Hospital in Springfield, where he 
died Aug. 22, aged 93. 


Tousey, Thomas Grant, Colonel, U. S. Army, re- 
tired, Carmel, Calif.; Cornell University Medical 
College, New York City, 1906, service member of 
the American Medical Association, veteran of 
World War |, entered the regular Army in 1917, 
retired May 31, 1947; died in the U. S. Army Hos- 
pital Oct. 14, aged 72, of glioblastoma. 
Trachtenberg, Harold Bernard * New York City; 
University and Bellevue Hospital Medical College, 
New York City, 1931; senior clinical assistant in 
nutrition at Mount Sinai Hospital; died Oct. 13, 
aged 50, of coronary disease. 


Trattner, Sidney, Richmond, Va.,; University and 


Bellevue Hospital Medical College, New York City, 
1914; member of the Medical Society of Virginia, 
died in Portland, Maine, Aug. 29, aged 65, of myo- 
cardial infarction and coronary occlusion. 
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Trembley, Charles Carthers, Saranac Lake, N. Y.; 
New York University Medical College, New York 
City, 1898; member of the American Trudeau 
Society; an associate member of the American 
Medical Association; at one time medical direc- 
tor of the Saranac Lake Sanitarium; served on 
the staff of the General Hospital; died in the 
Halifax District Hospital, Daytona Beach, Fla., 
Oct. 20, aged $4. 


Tupper, Lewis Nelson, Farmington, Mich.; Detroit 
College of Medicine, 1897; veteran of World War I; 
died Aug. 29. aged 90, of intestinal hemorrhage. 
peptic ulcer, and arteriosclerotic heart disease. 


Tweedy, Walter Robert * Royalton, IIl.; St. Louis 
College of Physicians and Surgeons, 1905; died in 
the Herrin (Ill.) Hospital Oct. 16, aged 79, of cor- 
onary occlusion. 


Usher, Francis M. C., Colonel, U. S. Army, retired, 
Hickman, Ky.; University of Pennsylvania Depart- 
ment of Medicine, Philadelphia, 1892; service 
member of the American Medical Association; vet- 
eran of the Spanish-American War and World 
War I; entered the regular Army in 1899 and re- 
tired July 19, 1918; died in Houston Sept. 7, aged 
86, of congestive heart disease. 


Walker, Audiss Moore * Tuscaloosa, Ala.; Univer- 
sity of Alabama School of Medicine, Mobile, 1911; 
past-president of the Tuscaloosa County Medical 
Society; member of the Southeastern Surgical Con- 
gress; fellow of the International College of Sur- 
geons; veteran of World War I, on the staff of the 
Druid City Hospital, where he died Oct. 9, aged 
71, of uremia. 


Wallick, Delbert La Zelle * Fresno, Calif.; Hahne- 
mann Medical College of the Kansas City Univer- 
sity, Kansas City, Mo., 1901; member of the Utah 
State Medical Association; died Oct. 9, aged 91. 


Wheeler, Emma R. Howard, Chattanooga, Tenn.; 
Meharry Medical College, Nashville, 1905, died 
in the Meharry Hospital, Nashville, Sept. 12, 
aged 74. 


Williams, Clyde Oscar, \icAlester, Okla.; Vander- 
bilt University School of Medicine, Nashville, 
Tenn., 1907; an associate member of the American 
Medical Association; veteran of World War |, died 
in the Veterans Administration Hospital in Okla- 
homa City Sept. 25, aged 75, of carcinoma of the 
lung. 


Zinzi, Francis Louis, Arlington, Va.; Georgetown 
University School of Medicine, Washington, D. C., 
1940; served on the faculty of his alma mater; 
specialist certified by the American Board of Pe- 
diatrics; certified by the National Board of Med- 
ical Examiners; veteran of World War Il; on the 
staff of the Arlington Hospital; died Oct. 26, aged 
2. of a heart attack. 
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The Adrenogenital Syndrome.—At the meeting of 
the Society of Physicians in Vienna on Oct. 25, 
Dr. W. Swoboda stated that the adrenogenital 
syndrome is either caused by a congenital hyper- 
plasia (a recessive hereditary characteristic ) or by 
a tumor. The congenital form originates from a de- 
fect in the steroid synthesis with a deficient corti- 
sone and increased androgen production. This 
leads to the development of hermaphroditism in the 
female infant. In 25% of the cases there is a dis- 
turbance in the electrolyte regulation which causes 
a loss of sodium and a hyperpotassemia. This con- 
dition is probably caused by an overproduction of 
a sodium-diuretic adrenocortical hormone rather 
than by a deficiency of mineral corticoids. Admin- 
istration of cortisone controls the disturbance of 
steroid synthesis by damping the stimulation orig- 
inating from the anterior pituitary lobe. It sup- 
presses the overproduction of androgen, compen- 
sates for the cortisone deficiency, and reduces the 
loss of sodium. The adrenogenital svndrome which 
originates from a tumor becomes manifest only in 
childhood. Mixed forms, with Cushing's syndrome, 
are common. The operative prognosis is improved 
by careful substitution therapy. 

Dr. P. Krepler reported that the congenital 
adrenogenital syndrome may be treated success- 
fully over a prolonged period. The treatment 
causes a substantial reduction of the urinary ex- 
cretion of 17-ketosteroids. In one of three girls 
who were studied by the speaker, breast develop- 
ment and menstruation occurred at the age of 11 
years, although only an incomplete reduction of the 
17-ketosteroid excretion was obtained. This excre- 
tion could not be further reduced by an increased 
dose of cortisone because cortisone itself is par- 
tially broken down into 17-ketosteroid. Later, how- 
ever, a significant normalization of the 17-keto- 
steroid level was obtained by the administration of 


prednisone. 


BELGIUM 


Vesical Cancer.—Dr. Wincoz ( Acta urologica bel- 
gica) reviewed his experience with different meth- 
ods of treating vesical cancers. Radium needle 
therapy is relatively effective, but the persistent 
cystitis it induces is a serious drawback. Deep 
radiotherapy inhibits the growth of the tumor, but 
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because, when used alone, it does not cure the 
lesion, it is of value only before or after surgical 
excision. Endoscopic resection followed by radio- 
therapy is the treatment of choice for all pedun- 
culated tumors and those that are definitely limited. 
This treatment, however, is not indicated for pa- 
tients with multiple tumors, or when the tumor is 
located at the top of the bladder. Partial cystectomy 
is not a safe operation because of the likelihood of 
recurrence and metastases. Total cystectomy is a 
difficult operation and is associated with a high 
operative mortality. In even the most favorable 
cases the author was unable to obtain a survival 
period exceeding three vears. For all the nonpedun- 
culated tumors and those not definitely limited, the 
author prefers ureterosigmoidal anastomosis fol- 
lowed by chemotherapy, radium therapy, or roent- 
gen irradiation. The choice depends on various 
individual factors. 


Cutaneous Tuberculosis.—Dr. Achten (Archives 
helges de dermatologie et de syphiligraphie) studied 
a series of 31 patients with cutaneous tuberculosis 
(4 with verrucous tuberculosis, and 27 with lupus 
vulgaris }. He treated these patients with dihydro- 
streptomycin, aminosalicylic acid, isoniazid, and 
vitamin D. Of the patients with lupus, 15 were 
cured. The results obtained depended on the age 
of the patients, the duration of the disease, and 
previous treatment. Bacteriological usually _pre- 
ceded clinical recovery, and histological recovery 
occurred even later. Chemotherapy is more eflec- 
tive against pulmonary tuberculosis and other 
forms of cutaneous tuberculosis than against lupus 
vulgaris. 


Bacillary Dysentery.—At the meeting of the Belgian 
Society of Tropical Medicine in July, Drs. Jadin 
and Resseler reported on outbreaks of bacillary 
dysentery that occurred in Ruanda-Urundi and 
Kivu in Africa. Of 9.995 feces cultures, 2,537 con- 
tained strains of Shigellae; 1,014 were isolated in 
Ruanda-Urundi from 1942 to 1951; and 1,523 in 
Kivu from 1952 to 1956. In the course of two severe 
epidemics observed in these regions, the role of the 
Sh. paradysenteriae was just as important as that 
of the Sh. dysenteriae. Immunization by means of 
a polyvalent formol-treated vaccine is more effec- 
tive against Sh. dysenteriae, than against Sh. para- 
dysenteriae. For maximal effectiveness this vaccina- 
tion should be widely applied within a short period 
so as to create a barrier of immunized persons. 
Sporadic individual vaccination is of little or no 
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value. Almost 4 million persons were vaccinated 
in 1943 and 1944 in Ruanda-Urundi, thus bringing 
the epidemic to an end. The epidemic had been 
aggravated by the prevailing starvation at that time. 
Polyvalent antidyvsenteric bacteriophages gave ex- 
cellent results in the treatment of patients. Shigellae 
were found in the large African lakes and in the 
fishes caught in these lakes. These fish form a large 
reservoir of these organisms. 


Radiography of the Esophagus.—Drs. Segers and 
Brombart (Acta gastroenterologica of belaica) 
stated that certain cardioaortic disorders, especially 
those involving the mitral valve, may bring about 
changes in the radiologic aspect of the esophagus. 
Dilatation of the left auricle exerts pressure to the 
rear and to the right on the retrocardiac segment 
of the esophagus. Among the acquired aortic dis- 
turbances, senile atherosclerosis and aneurvsms al- 
most always cause esophageal deformity. In the 
case of atherosclerosis, the descending aorta carries 
the cosphagus with it backward and to the left. 
The two together form an arch which is easily 
visible with the aid of esophagoaortegraphy. On 
the other hand a sinuous aorta usually causes a 
characteristic deviation of the esophagus, directly 
above the diaphragm sometimes giving a sickle-like 
appearance. In a patient with aortic aneurysm the 
deviation of the esophagus may be associated with 
its compression between the aneurysm and an 
adjacent structure, The location and course of such 
esophageal deviations largely vary according to 
the location and size of the aneurysm. The diagno- 
sis of congenital malformations of the arch of the 
aorta depends frequently on the deformities in- 
flicted on the esophagus. In the dextroposition of 
the arch of the aorta one may observe an inversion 
of the aortic notch located on the right edge of the 
esophagus. In the double aortic arch, a vascular 
ring encircles the esophagus, thus producing a bi- 
lateral notch. In general these changes rarely inter- 
fere with swallowing. 


BRAZIL 
Gonadal Dysgenesis.—Dr. Dorina R. Epps and co- 


workers of the Sao Paulo State University Hospital, 
at a meeting of the Associacdo Paulista de Medi- 
cina, reported a series of seven patients with Tur- 
ner’s syndrome. Webbing of the neck was not con- 
stant. In one patient it was observed both in the 
patient and in her father, suggesting a genetic fac- 
tor in the etiology of the syndrome. In spite of the 
reference in the literature to patients with familial 
webbed neck, the presence of this anomaly was not 
found in ancestors nor in siblings of the other pa- 
tients in this series. In five patients an exploratory 
laparotomy was undertaken and in all such pa- 
tients the gonads presented a rudimentary aspect, 
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microscopic sections showing the absence of follic- 
ular elements and undulating fibrous stroma. Two 
patients showed numerous Leydig’s cells in clumps. 
In three patients the presence of abundant meso- 
nephric rests was noted. The disproportion between 
the small quantity of stroma in the gonads and the 
abundance of Leydig’s cells speaks in favor of the 
concept that Turner's syndrome is not an ovarian 
agenesis, but rather a dysgenesis, and the gonad is 
a rudimentary testicle. No Leydig’s cells were seen 
in the two cases of feminine genetic sex. In the 
fifth case the material containing the gonadal crest 
was lost. 

The endocrine aspects of the patients were stud- 
ied, a high level of gonadotropin being found in all 
those who had reached puberty. At this age, only a 
few hairs appeared and the breasts were undevel- 
oped. After estrogenic treatment there was a small 
growth of the nipple, a real development of the 
mammary glands occurring only in a case of fem- 
inine genetic sex. There was a slight rarefaction of 
the bones and a retardation of the bone age well 
demonstrated in a late adolescence by lack of fusion 
of the epiphysial cartilage. The pelvis was of the 
android type and the spine showed epiphysitis and 
bone rarefaction. The latter was attributed to pro- 
tein deficiency as the blood calcium and _ phos- 
phorus levels were normal. In one patient the nitro- 
gen balance became positive after the administra- 
tion of testosterone. In some patients there was a 
marked mental retardation. The authors suggested 
the label “testicular dysgenesis” for the five cases of 
masculine genetic sex, and “ovarian dysgenesis” for 
the other two. They proposed a new classification of 
intersexuality on the basis of androgenic deficiency 
or excess in the fetus. The cases of Turner's syn- 
drome with masculine genetic sex would be cases 
of masculine pseudohermaphroditism. 


INDIA 
Treatment of Children with Isoniazid.—M. D. Desh- 


mukh and co-workers (Journal of the Indian Medi- 
cal Profession, September, 1957) studied the pro- 
phylactic efficacy of isoniazid in tuberculin-positive 
children. Children of “contact” and “noncontact” 
families were compared. A complete survey was 
made of 186 families consisting of 379 adults and 
400 children. Of these, 97 adults and 82 children 
came from contact families. The incidence of pul- 
monary tuberculosis was found to be 4.5% and of 
nonpulmonary tuberculosis, 1.7%. Of the adults 7% 
and of the children 1% had pulmonary lesions; 37% 
of the children had enlarged hilar lymph nodes 
and 100% tuberculization was reached by the age 
of 12 vears in both contact and noncontact families. 
Under the age of 6 vears, 75% of the children of 
contact families were tuberculin positive, while 
under the age of 2 years, the percentage was 57 in 
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those from contact families and 20 in those from 
noncontact families. Of the children from contact 
families 55% showed enlargement of mediastinal 
nodes on their roentgenograms and 2% showed ac- 
tive parenchymatous lesions; of those from non- 
contact families, 36% had hilar enlargement and 
0.9% showed parenchymatous lesions. About 300 
tuberculin-positive children from both contact and 
noncontact families were given prophylactic doses 
of isoniazid. Of these 9% showed complete reversal 
of the tuberculin test after six months of treatment. 
In 47% the degree of the tuberculin reaction showed 
distinct diminution. Among the controls, none 
showed complete reversal and only 11% showed 
some diminution in the tuberculin reaction. The 
role of isoniazid in protecting tuberculin-positive 
children will however be decided only after a long 
of observation. The exact significance of the 
reversed tuberculin reactions is not clear. 


UNICEF's Grants.—The United Nations Interna- 
tional Children’s Emergency Fund has a 

a sum of $2,123,000 for programs in India. These 
programs are mainly concerned with the develop- 
ment of rural health services with priorities for 
areas under the community development plan. The 
allocation of $1,546,000 proposed for this program 
would provide equipment and supplies to 250 pri- 
mary health centers, 750 subcenters, 80 hospitals. 
and 70 laboratories; sanitary equipment for 2,200 
schools; and vehicles and equipment to improve 
the health administration in 75 districts. All 14 
states will benefit. The next largest allocation in- 
volves $330,000 for municipal milk. UNICEF is 
asked to equip a new dairy with six milk collection 
units, tankers for milk transport in bulk and trucks, 
and carriers for the local distribution of milk. The 
third allocation of $196,000 is for the continuation 
of antituberculosis programs. India has an esti- 
mated 2,500,000 active cases of tuberculosis and 
500,000 annual deaths from tuberculosis. Other 
projects include the expansion and improvement of 
the teaching of pediatrics and pediatric nursing 
and the provision of technical equipment and sup- 
plies for child-health units. 


Treatment of Tuberculosis.—The domiciliary treat- 
ment of selected patients with tuberculosis by the 
municipal tuberculosis clinics with the help of 
mobile tuberculosis trucks is being provided by the 
city of Bombay. The tuberculosis clinics in different 
areas of the city treat unhospitalized patients as 
well as those discharged from tuberculosis hospi- 
tals. Patients requiring operation, those with he- 
moptysis, high fever, and spontaneous pneumo- 
thorax are admitted to the hospital. The patients 
selected for domiciliary treatment are those who 
have early lesions and who are afebrile, preferably 
sputum negative, and who respond well to the ad- 
ministration of antituberculosis drugs. 
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Testicular Changes After Vasectomy.—C. M. Ran- 
gam and co-workers (Indian Journal of Medical Sci- 
ences, vol. 11, September, 1957) studied testicular 
changes in rats after vasectomy to determine 
whether the latter procedure has any effect on the 
structure and function of the testis. Fifteen sewer 
and 11 albino rats, including controls, were used, 
and the changes in the testes were studied at inter- 
vals of one, two, four, and six weeks. Within a week 
of vasectomy, epithelial degeneration and arrest 
of spermatogenesis became apparent in many of 
the tubules. This process was more marked during 
the second week until at the end of it most of the 
tubules showed total or near total degeneration. 
At the end of the fourth week there was a definite 
reversal of these changes and most of the tubes had 
normal structure and resumed spermatogenesis. 
This process continued till the end of the sixth 
week when the testis was indistinguishable from 
a normal control. These histological changes were 
closely paralleled by histochemical alterations in 
nucleoproteins and alkaline phosphatase. The au- 
thors concluded that vasectomy can be performed 
safely in human beings without endangering the 
chances of restoration of fertility. 


tbr and Mohamed (Current 
Medical Practice, vol. 1, September, 1957) treated 
670 patients with filariasis by various methods; 
497 were given sodium fluoride injections. Of these, 
33% showed good results, 30% showed moderate 
improvement, and 37% showed no improvement. 
In this group there were 66 patients with scrotal 
filariasis who were also treated with sodium fluo- 
ride. Of these, 30 showed good results, 24 showed 
moderate improvement, and 12 showed no response. 
This drug was also used in 26 patients with filarial 
lvmphadenitis of whom only 4 showed good results. 
Two patients with vulvar filariasis showed no sig- 
nificant improvement after treatment with sodium 
fluoride. The second group of seven patients was 
treated with fever therapy combined with sodium 
fluoride. Three of these showed good results, two 
showed moderate improvement, and two were fail- 
ures. The third group of 118 patients was given 
Filocid, an extract of Vitex peduncularis combined 
with calcium and iodogluconate. Of these, 39% 
showed good results, 33% showed moderate im- 
provement, and 28% no improvement. Unlike sodi- 
um fuoride, the action of this drug on scrotal filari- 
asis was not marked. Neither is very effective 
against filarial lymphadenitis but the two act equal- 
ly well against filariasis of the lower extremity. 
In view of its nontoxic nature, it is worth trving 
in all patients with filariasis. 

Of 34 patients treated with arsenotyphoid injec- 
tions, improvement was observed only in early 
cases. The results were poor in those with chronic 
filariasis. Cortisone was given to nine patients. 
Though results were encouraging in two, the cost 
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of the treatment was prohibitive and the improve- 
ment was not sustained. lontophoresis was tried 
in five patients with filariasis of long duration but 
the results were not encouraging. Sodium fluoride 
thus seems to give the best results in the treatment 
of filariasis of extremities and scrotum. The side 
effects observed were stiffness, pain in the extremi- 
ties, shoulders, back, and neck. Patients with chy- 
luria and hemotochyluria did not respond to any 
of the drugs tried. 


NEW ZEALAND 


Restriction on Tolbutamide.— Although tolbutamide 
has been made available for general prescription in 
Great Britain, similar action is not contemplated in 
New Zealand. In a recent circular letter issued to 
all medical practitioners the Department of Health 
pointed out that, because of their side-effects and 
dangers of hypoglycemia, the sulfonyl urea com- 
pound should be available only for use in hospitals 
with organized diabetic clinics. 


Intensified Poliomyelitis Control.—Between August 
and November 88,000 injections of poliomyelitis 
vaccine were given to Auckland school children. 
Some were booster injections and the rest were 
first and second injections for the 5-to-9-vear-old 
age group. This vear, instead of being given written 
notes which could be lost on the way home, im- 
munized children were stamped on the forearm 
with the words “Polio injection to-day” for parents’ 
information. British vaccine was used, and extreme 
precautions were taken to ensure that none was 
wasted. Since its life when taken out of cold storage 
is about 24 hours, only as much as was required 
each day was taken out, and surpluses were used 
for hospital staffs. 


Antileptospiral Effect of Milk.—Dr. L. Kirschner 
and co-workers ( Brit. J. Exper. Path. 38:357, 1957) 
stated that the presence of a natural antileptospiral 
agent in milk, found previously by investigations 
under darkfield microscopy and by animal experi- 
ments, has been confirmed by studies with the elec- 
tron microscope. The electron micrographs showed 
that the lytic effect occurred rapidly: 45 minutes 
after mixing the milk with Leptospira the proto- 
plasm cylinder had been damaged while the other 
component of the organism, the axial filament, was 
unchanged. After 20 to 40 hours at room tempera- 
ture only the axial filaments surrounded by proto- 
plasm masses were seen. There was no difference 
in the effect on virulent and nonvirulent mutants or 
on different serotypes of Leptospira. The lytic effect 
of immune serum in certain dilutions (formation of 
lytic balls) was shown. Repeated attempts to 
culture Leptospira from these shining spheric 
masses were not successful. These investigations 
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were undertaken as a part of a study on the epi- 
demiology of human leptospirosis. The high rate 
of positive reactors (25 to 30%) among cattle — 
examined at random by Kirschner, and the large 
percentage which dairy farmers constitute of the 
total of all human cases of leptospirosis in New 
Zealand (80% of 307 cases) indicated that a risk of 
infection was associated with work in this environ- 
ment. Experimental infections of cattle had shown 
that the animals after acute or subclinical infections 
excreted Leptospira in the urine for several weeks 
or months. This presented the possibility of human 
infections through the milk as in brucellosis. So 
far no milk-borne infections or epidemics have been 
recorded in the many countries where bovine 
leptospirosis is known to be prevalent. This may be 
explained by the natural antileptospirai agent pres- 
ent in milk. 


Lung Cancer Among gr igrants 
from Great Britain have a 40% higher death rat 
from lung cancer than native-born New Zealanders, 
in spite of the fact that the latter smoke more 
heavily than do the British. This observation may 
warrant a survey of lung cancer in New Zealand. 


Tracheal Reconstruction.—At a meeting of the 
Otago Medical School Research Society (ab- 
stracted, Proc. Univ. Otago Med. Sch. 35:15, 1957) 
Dr. John Borrie reported that, although various 
methods of tracheal reconstruction have been tried 
for tracheal stenosis in adults, none has been de- 
scribed for use in infants. Because clinical need 
arose to treat tracheal stenosis after tracheotomy in 
childhood, experiments were carried out in 12 
lambs to determine the effects of excision of trach- 
eal rings and the most desirable means of tracheal 
reconstruction. While the lambs were under anes- 
thesia the trachea was exposed in the neck, and the 
experiments performed proximal to the inflated cuff 
of an endotracheal tube. There were no operative 
deaths, but seven died within two months from the 
effects of the implants or from stenosis. The remain- 
ing five were killed at varying times up to one 
year. Partial excision of the trachea was performed 
in four animals by creating defects measuring 1.2 
by 1.2 cm. in the anterior tracheal wall, and cover- 
ing them-with (1) a cartilaginous autograft, (2) 
a polyvinyl chloride sponge, or (3) a tantalum wire 
mesh. Skin, sometimes successfully used in human 
beings, is unsuitable in sheep. The animal with the 
cartilaginous autograft died; one animal with a 
polyvinyl chloride sponge developed a fatal sec- 
ondary hemorrhage and the other a_ fatal 
pneumonia. The tantalum wire mesh became epi- 
thelized, caused minimal tracheal narrowing, and 
was functioning normally after two months. 

In a second experimental group tracheal ring ex- 
cision and reanastomosis was performed in four 
animals. One, two, or three rings of the trachea 
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were excised. The tracheal segments, which sep- 
arated for 3 cm., were readily approximated with 
interrupted 0000 silk sutures on curved cutting 
needles. One and two tracheal rings could be ex- 
cised and the trachea resutured with virtually no 
stricture formation, but when three rings were 
excised a tight stenosis 4 mm. in diameter de- 
veloped in six weeks. In a third group tracheal ring 
excision and tantalum mesh replacement was 
carried out in four animals. In one animal the 
trachea was divided, and the gap bridged by a 
piece of double tantalum wire mesh 3 cm. wide so 
that the tracheal ends were 1.5 cm. apart. In six 
weeks the defect was epithelized but there was 
stenosis of half the tracheal lumen. In two animals 
two tracheal rings were excised and the resulting 
3.5-cm. defect bridged as above. One trachea had 
not become epithelized in 11 weeks but allowed 
normal breathing. The other formed a fatal steno- 
sis in 17 days. If three rings were excised and the 
defect bridged with tantalum mesh, respiratory 
obstruction caused death in four weeks. Dr. Borrie 
concluded that, while complete excision of one or 
even two segments of the trachea will allow of 
successful resuture without stricture formation, 
excision of three seaments causes a tight stricture. 
Small tracheal defects are best covered by tantalum 
wire mesh, but this method cannot be used to 
bridge defects made by excising two or three 
tracheal rings. None of these methods is recom- 
mended for treating tracheal stenosis in infants. 


SWEDEN 


Uterine Curettage.—Thorén and Mattsson ( Scenska 
likartidningen, October, 1957) give an account of 
the 249 patients on whom, in the course of a vear, 
evacuation of the uterus was effected under poly- 
clinic conditions without admission to a hospital. 
The success of this policy hinged to a certain extent 
on intravenous anesthesia effected by a thiobar- 
biturate (Baytinal). In another article Dr. G. T. 
Hedberg advocates what he describes as medicinal 
curettage which dispenses with mechanical evacu- 
ation of the uterus by substituting a single injection 
of a hormone for it. At the gynecologic depart- 
ment of the Vaestervik Hospital the number of 
actual curettings has been greatly reduced by a 
single injection of a mixture of hydroxyprogesterone 
caproate and estradiol benzoate ( Primosiston ). 
Since Aug. 1, 1957, about 50 patients with func- 
tional uterine hemorrhage were treated by a single 
injection of this drug. The hemorrhage usually 
ceased after a couple of days, a menstrual-like 
hemorrhage coming on after another five to seven 
days. In only one patient did metrorrhagia fail to 
cease under this treatment, actual curettage being 
necessary nine days after the injection. Most of the 
patients were under 40, and the possibility of cancer 
as a cause of the hemorrhage was kept in mind 
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when patients were selected for this hormonal 
treatment. Dr. Hedberg hopes that this physiologi- 
cal alternative to mechanical curettage will, in 
specialists’ hands, benefit the patient and ease the 
pressure on hospital beds as well as effecting a 
certain economy. 


The Oral Treatment of Diabetes.—Dr. A. Edlén 
and co-workers (Nordisk medicin, Oct. 31, 1957) 
gave 200 diabetics antidiabetic drugs by mouth. 
The patients were over 40 vears of age (average 
64): 160 received carbutamide and 40 received tol- 
butamide. The mean duration of the diabetes was 
4.6 vears. Insulin had already been given to 120 
patients. The oral treatment gave rise to complica- 
tions in 13 patients. The treatment had to be dis- 
continued on account of dermatitis in three of the 
six patients who developed this complication. Of 
these three, two also showed signs of damage to 
the bone marrow (thrombocvtopenia and leuko- 
penia). Of five developing gastrointestinal svmp- 
toms, three had to discontinue treatment on this 
account. Tt was curious that all the complications 
occurred in women. In 28 patients treatment had 
to be discontinued after it had been given from 
2 to 12 months. The usual daily maintenance dose 
of both preparations was 0.5 to 1.5 Gm. A primary 
good result could be claimed in 77.5%. Former 
insulin treatment impaired the prospects of success- 
ful oral treatment as judged by both the early and 
the late results. Although the introduction of the 
oral treatment of diabetes dates back less than two 
vears, there is now much unanimity about its merits 
and limitations. 


Health Records.—In December, 1947, the Ministry 
of Health sent a circular to all the members of 
the medical, midwife, and nursing professions rec- 
ommending the issue of a health card to every 
newborn child. On this card every item of interest 
regarding the child’s health was to be entered. He 
was to bring it with him on entering hospital and 
on presenting himself for military service, a prop- 
erly filled-in card being supposed to serve as an 
aid to medical examiners. In the past decade about 
100,000 such cards were issued yearly. Dr. P. Selan- 
der (Svenska lakartidningen, October, 1957) con- 
ducted a survey that showed that only 36.7% of the 
children between the ages of 0 and 9 vears who 
entered a children’s hospital in 1957 were still in 
possession of their cards. About 14.7% had appar- 
ently never received a card. Its issue is not com- 
pulsory and its possession may even cause trouble 
if its owner has been vaccinated against diphtheria 
or tetanus and it has not been recorded, Lack of 
any record on the card of such vaccination is 
interpreted as showing that it had not been under- 
taken. Dr. Selander questions whether the results 
justify the expenditure in time and money neces- 
sary to maintain these records. 
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BCG Vaccine.—Hitherto the BCG laboratory in 
Gothenburg has issued only the ordinary fresh BCG 
vaccine which does not retain its full potency for 
long, but it will henceforth issue a limited quantity 
of lyophilized vaccine to be available in particular 
for outlying parts of Sweden where delays in de- 
liveries are to be anticipated. With this vaccine the 
duration of effective potency may be raised from 
the present three weeks to nine months. It is pos- 
sible by lvophilization to estimate more accurate- 
ly the strength of a given sample, and better to 
carry out tests for sterility and pathogenicity before 
a sample is dispatched. Dry-frozen vaccine is open 
to the objection that it costs more and that the 
postvaccination swing from a negative to a positive 
reaction is not as great or extensive as it is after 
vaccination with fresh vaccine. The local reaction 
to an injection is about as prompt after vaccination 
with lyophilized as after vaccination with fresh 
vaccine, but is often somewhat stronger after the 
former. The lyophilized vaccine is best kept in a 
refrigerator, but it can also be stored at higher 
temperatures as long as they are under 18 C. 


UNITED KINGDOM 
Asian Influenza Virus in Volunteers.—The following 


conclusions were drawn by Isaacs and co-workers 
(Lancet 2:886, 1957) from their findings in 12 vol- 
unteers who were given small doses of live Asian 
influenza virus by the intranasal and pharyngeal 
routes, After passage on the chick embryo influenza 
A viruses rapidly lose the ability to multiply in man, 
as tested by small doses of virus given in this way. 
Future trials of this kind might be better carried 
out with a virus grown in tissue culture. In the 
event of a sudden increase in virulence of the Asian 
influenza virus, it might be possible to prepare by 
one amniotic and one allantoic passage sufficient 
virus from known virus strains to give large num- 
bers of people a mild infection which might protect 
them against a more serious infection. 


Physicians Decline Influenza Vaccination.—The two 
producers of Asian influenza vaccine in Great Brit- 
ain are still busy fulfilling the first priority order of 
the Ministry of Health. This vaccine is being used 
to inoculate physicians, nurses, and local health de- 
partment staff particularly exposed to infection in 
caring for the sick. Many nurses have not yet re- 
ceived their injection. Second priority vaccine will 
go to industrial firms, transportation companies, 
and other public services. After that supplies will 
be available to the public. About 50% of the physi- 
cians, nurses, and others offered this vaccination 
are declining it. This situation will bring nearer the 
time when some vaccine will be available for the 
public. Possible reasons for the refusals include (1) 
the fact that hitherto influenza vaccines in this 
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country are said not to have given more than 30 
to 40% protection; (2) unwillingness to accept a 
protection not available for the next man; and (3) 
lack of time to undergo the injections. Physicians 
will be free to decide which of their patients should 
be vaccinated. Many favor priority for people sus- 
ceptible to chest diseases. The Ministry's arrange- 
ments were criticized at a meeting of the Not- 
tingham executive council of the National Health 
Service as being too little too late. At one hospital, 
the day a Ministry circular arrived asking for the 
names of those wanting vaccination, already a third 
of the staff were off sick. 


The Press and Influenza.—The Leeds Local Medical 
Committee in October strongly criticized the man- 
ner in which the present influenza epidemic was 
highlighted by the local evening press. Deaths from 
influenza were given sensational coverage quite out 
of proportion to the number of cases involved, the 
general public being unable to form their own judg- 
ment as to the statistical significance of these 
deaths. Thus much unnecessary anxiety was en- 
gendered among the public and an unnecessary 
additional burden was imposed on an already over- 
burdened profession. 


Peptic Ulcer in Students.—The gs of the 
ninth conference of the British Student Health 
Officers’ Association have been published. Dr. J. 
M. Sturrock said that 38 cases of peptic ulcer were 
seen among the students of the University of Edin- 
burgh in the last two academic years. The popula- 
tion at risk was about 4,000. There were 36 duode- 
nal ulcers and 2 gastric ulcers; 31 patients were 
men and 7 were women. Dr. A. Macklin, of the 
University of Aberdeen, compared the family his- 
tories of 20 students with duodenal ulcer with 
those of a control group of 1,121 students without 
ulcers living in a similar environment. In the ulcer 
group there was a family history of duodenal ulcer 
in 30%, of psychic disurbance in 35%, of hyper- 
tension in 35%, and of allergy in 30%. The corres- 
ponding figures for the control group were 17.6, 6.9, 
9.2. and 13.9 respectively. Among the students 
without duodenal ulcer there was a family history 
of duodenal ulcer in 198. In these families the inci- 
dence of psychic disturbance was 14.7%, of hyper- 
tension 15.6%, and of allergy 22.8%. In other words, 
the figures in this group were intermediate between 
those of the other two groups, which is what would 
be expected if these factors are of etiological im- 
portance. 

Mr. J. B. Burnett, of the University of Edinburgh, 
reported on his findings in 26 students with duode- 
nal ulcer referred to him on account of dental 
caries. The average number of carious cavities in 
this group was 17.9 per patient, compared with 8.6 
in a comparable control group. The interesting fea- 
ture of these cavities was the prevalence of those on 
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the lip and cheek aspect of the teeth close to the 
gum margin. Although the pH of the saliva of most 
of these students indicated more acidity than usual, 
in none did it approach the critical decalcification 
level. Further, the flow of saliva, which is generally 
thought to reduce cavity formation by virtue of its 
washing and cleansing action, was adequate or 
even copious in many. Of more importance in ex- 
plaining the extensive caries was the formation of 
so-called dental plaques. The pH of these plaques 
falls rapidly below the critical decalcification level 
following the ingestion of food, and, in Burnett's 
opinion, there can be no doubt that, if this laver is 
consistently present, the surfaces of the teeth will 
be subjected to rapid decalcification. This is prob- 
ably an important reason for the large number of 
cavities in the mouths of these ulcer patients. It 
was suggested that the milk and cream diet and 
the frequency of small meals may lead to this 
abnormal plaque formation in patients with duode- 
nal ulcers. It was also found that 20 of these stu- 
dents were missing molar or premolar teeth, so that 
it must be assumed that their abilitv to masticate 
food properly was impaired, Much greater attention 
should be devoted to the dental aspect of peptic 
ulcer than has hitherto been the case. 

From a study of 50 students who had a history of 
peptic ulcer on entry to the university or who de- 
veloped an ulcer while students, compared with 
50 comparable controls, Dr. G. Grant, of the Uni- 
versity of Wales, concluded that in the production 
of peptic ulcer it is the individual who is mainly at 
fault, not the environment. He found, for instance, 
that 16% of the controls, as compared with 22° 
of the ulcer patients, expressed misgivings ion 
their ability to cope with their studies. Peptic ulcer 
among students was found chiefly in a relatively 
young group whose caliber was inadequate to meet 
the demands of university life as a whole, and who 
develop ulcer symptoms or complications particu- 
larly in relation to the stress of examinations, and 
an older group who are often self-reliant, with a 
well-developed sense of responsibility and who are 
characterized by a persistent drive to succeed, no 
matter what the cost. In this group ulcers appear or 
are exacerbated in response to multiple stresses 
(domestic, academic, or social). The ulcer group 
contained many more men who were active in 
student affairs than did the cc strol group. 


Medical Postage Stamps.—Only two British medica! 
men have ever appeared on postage stamps, ac- 
cording to Dr. R. A. Krause in a paper entitled 
“Healing as Represented on Stamps,” which he read 
before the Scottish Society of the History of Med- 
icine. Sir Wilfrid Grenfell, of Labrador, is shown 
on a Newfoundland stamp issued in 1941, and Sir 
Robert Philip is included in the group of portraits 
of the “Antituberculosis and Other Funds” set of 
Belgium in 1955. Charles Darwin, who was a med- 
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ical student in Edinburgh for two vears but never 
qualified, is shown on a set of stamps issued by 
Ecuador in 1936 on the occasion of the 100th 
anniversary of Darwin's visit to the Galapagos Is- 
lands. Two interesting points are mentioned about 
Russian stamps. Benjamin Franklin, who although 
not a physician made several contributions to med- 
icine, is portraved on a Russian stamp issued in 
1956, but Pavlov has not been pictured on any 
Russian stamp, although his portrait did appear on 
a Rumanian stamp on the occasion of the Ruman- 
ian-Soviet Medical Congress in 1952. 


Human Liver Metabolism.—Griffiths and Rees 
(British Medical Journal, Oct. 26, 1957) described 
attempts that have been made to determine what 
goes on in human liver cells in health and disease. 
Methods giving valuable insight into cell metabo- 
lism in animals were shown to be applicable to 
pieces of liver removed at operation in human 
beings. Oxidations involved in the final stages of 
the breakdown of sugars and the incorporation of 
radiophosphorus into phosphatides and nucleic 
acids can be followed in man if experimental tech- 
niques are slightly modified. Their results sug- 
gested that the oxidative and synthetic activity of 
liver cells may be seriously disturbed when there 
is obstructive jaundice, hepatic fibrosis, fatty de- 
generation, or infiltration of the organ by carcinoma 
or leukemia. Such functional disturbances quite 
likely initiate the gross structural changes in the 
liver. Anesthestia used during biopsy does not mod- 
ifv liver cell metabolism. 


Dying Man's Physician Severely Censured.—A phv- 
sician who went on holiday without providing for 
the medical care of a patient dying of ling cancer 
was severely censured by the London executive 
council of the National Health Service, and Mr. 
Walker-Smith, Minister of Health, was asked to 
withhold $280 from the physician's pay. The physi- 
cian sought the removal of the patient from his list 
at the moment he was about to leave on holiday, 
without satisfving himself that the medical care 
of his patient was immediately and fully provided 
for. The doctor had already failed to persuade the 
patient's wife to remove her husband to a home. 
and he appears to have been willing to leave Mrs. 
A. to deal with an alarming situation as best she 
could. The first the patient's wife knew that she 
and her husband had been removed from the doc- 
tor’s list was in a letter from the executive council. 
The physician admitted that he should have advised 
the council of his absence and his deputizing ar- 
rangements. 


Pay Increase for Health Officials Rejected.—A 3% 
salary increase for nearly 40,000 National Health 
Service clerical and administrative officers earning 
up to $3,360 a vear, agreed by the Whitley council, 
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has been rejected by the Minister of Health. Great 
concern at this action was expressed by physicians 
who are pressing a claim for a higher salary in- 
crease than the 5% granted earlier. The 20,000 
family physicians have always conducted pay nego- 
tiations on a direct basis with the Ministry of 
Health, but there are Whitley councils for hospital 
physicians and health officers. A medical spokes- 
man said: “We find this decision extremely dis- 
quieting. It will certainly increase the doubts al- 
ready felt by many doctors about the value of 
Whitley machinery.” The Minister's action came as 
a bombshell and is without precedent in the history 
of the National Health Service. The amount of 3% 
was proposed by the management side itself, made 
up of representatives of the ministry and hospital 
authorities, and was accepted by the staff side, al- 
though it had asked and considered itself entitled 
to a greater increase. The Minister's veto, therefore, 
amounts to direct and arbitrary interference with 
the decision of a properly constituted Whitley 
council. Although there has never been a health 
service strike, this veto is an incitement to direct 


Edinburgh Polish Medical School.—One of the most 
interesting developments of World War I was the 
establishment of the Polish Medical School of the 
University of Edinburgh, which was opened in 
March, 1941, by Mr. W. Raczkiewicz, the President 
of the Polish Republic. Its aim was to provide a 
training for the many medical students who escaped 
from Poland to this country. The first degrees were 
conferred in December, 1941, and in all the school 
produced 228 physicians. The curtain fell on this 
pleasant episode of international cooperation on 
Oct. 13, 1957, when all documents relating to its 
origin were deposited in the archives of the General 
Sikorski Historical Institute, Banknock, Stirling. 


Physicians and Patients.—The following _ letter, 
quoted from the Daily Telegraph, reflects the pres- 
ent atitude toward the National Health Service. 
“Sir, Nowadays it has become almost equivalent 
to blasphemy to criticise the Health Service. It may 
be that this attitude of mind originates in a political 
conception that to criticise it is to lose votes and 
that it is wiser to steer clear of such a contro- 
versial subject. It is curious therefore that the 
service should suffer so much criticism from 
ordinary people and cause so many of them to 
seek their medical care under private arrange- 
ments. It is almost universally thought that the 
doctor is not quite the same as he used to be, that 
his attitude to the patient is now more of the offi- 
cial than the friend, that he sends his patients to 
the nearest hospital out-patient department at the 
slightest excuse, and that, even if none of this may 
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apply in a few cases, he is still too busy to deal 
= his patients as they would like to be dealt 
with. 

“The patient further finds that the doctors are 
steadily amalgamating into groups and that if he 
falls out with one doctor in his area he falls out 
with all of them. When he is to have an operation 
he has to wait on a long list, sometimes for months, 
before admission, unless his case is very urgent. 
Even when he arrives in the operating theatre he 
has no say in choosing the surgeon. . . . He has 
noticed a lowering in the standard of diagnosis and 
of care in treatment and has shown his resentment 
in this by raising to an unprecedented level the 
scale of litigation against the doctors. A great deal 
of this litigation has been successful, which seems 
to show that even the doctors are guilty in some 
respect. ... 

“The patient is not as happily placed as the poli- 
ticians might give us to believe, and indeed in many 
cases is considerably worse off than he was before 
this social legislation became law. But the doctors 
have many criticisms as well, and these, equally 
with those of the patients, should be the subject 
of careful appraisal. The doctors find now that the 
major part of their work consists of visiting patients 
with petty colds and minor ailments for the primary 
reason of delivering a certificate, and that their 
professional status is lowered by these degrading 
perambulations. They find that if they do quality 
work they are financially penalised, and that no 
amount of skill or experience will enable them to 
earn an extra penny. .. . They are conscious of 
being in a tied profession, unable to move from 
one district to another. . . . Many of their profes- 
sional colleagues are unemployed. . . . Surely after 
nine vears some of these criticisms should have been 
met by Government action. It is to be hoped that 
the Government will find time to right many wrongs 
and surprisingly enough, gain many votes by so 
altering matters that every patient can again have 
his basic right of taking his troubles to an interested 
and sympathetic doctor rather than to a harassed 
and frustrated official.” 


Indifference to Dangers of Smoking.—The public 
has not been perturbed by the Medical Research 
Council's finding of a close correlation between 
smoking and lung cancer. Ronald Raven reported 
at a meeting of the Roval Society of Health on a 
survey made by the Marie Curie Foundation to 
test the public reaction to the council's report. Of 
183 smokers questioned, 6 had stopped and 35 had 
reduced their tobacco consumption. Whereas the 
actual consumption of tobacco did not decrease 
after the government's warning, there was an in- 
crease in the sale of filter-tip cigarettes and pipe 
tobacco and corresponding drop in sales of ordinary 
cigarettes. Some protection must be given to non- 
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smokers in such confined spaces as cinemas, buses, 
restaurants, and aircraft. Dr Andrew Semple, 
health officer for Liverpool, said that the railways 
should provide more “nonsmoking” compartments 
but that, regarding smoking in places of entertain- 
ment, more experiment and not prohibition is 
needed 


Standard Size for Stretchers.—Standard dimensions 
for hospital stretchers, so that patients can be moved 
between countries without the added pain caused 
by changing stretchers. have been agreed to by 
health experts of 10 nations meeting in London. 
Thus a German-made stretcher would fit in a French 
or English ambulance, aircraft, or hospital cart. 
British stretcher sizes were selected. These are 
largely embodied in a standard of the British 
Standards Institution. 
The Elect: phalogram in Hepatic Coma.—The 
syndrome of impending hepatic coma includes al- 
terations in personality and behavior which may 
precede loss of consciousness for hours, months, or 
even vears. Objective neurological findings are in- 
termittent or absent, and clinical diagnosis may 
depend mainly on psvchiatric assessment, an ap- 
proach which cannot always differentiate the 
condition from other organic dementias. The elec- 
troencephalographic pattern is abnormal in hepatic 
coma, and neuropsychiatric deterioration follows 
the administration of a high-protein diet, ammo- 
nium salts, and urea. Sheila Sherlock and co-workers 
have based a diagnostic test for impending hepatic 
coma on changes in the electroencephalogram after 
giving these substances (Lancet 2:S67, 1957). A 
series of 157 electroencephalograms were made on 
62 patients with liver disease, 53 of whom had 
portal cirrhosis, 4 viral hepatitis, 3 biliary cirrhosis. 
and 2 cirrhosis associated with hemochromatosis. 
Diagnoses were made on clinical and biochemical 
evidence and on liver biopsy. The electroencephalo- 
grams were graded according to the severity of the 
neuropsychiatric changes in the patients. A high- 
protein diet, ammonium chloride, and methionine 
were given by mouth, with daily assessment of the 
neuropsychiatric state. Precutaneous transsplenic 
venography was done on each patient and the 
ammonium levels in arterial blood, peripheral ve- 
nous blood, and spinal fluid were determined 
Changes in the electroencephalogram made before 
and after treatment were arbitrarily graded into 
four groups, according to the nature of the alpha 
rhvthm 

A fair correlation was found between the neuro- 
psychiatric condition preceding hepatic coma and 
the severity of the clectroencephalographic changes. 
An increase in protein intake always produced a 
deterioration in both the electroencephalogram and 
in the neuropsychiatric state. Conversely neomycin 
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given by mouth improved the clinical condition of 
the patients and caused abnormal electroencephalo- 
grams to revert to the normal pattern. The electro- 
encephalographic abnormality was related to the 
degree of deterioration of liver function, the extent 
of the collateral portal circulation, and the amount 
of nitrogenous material exposed to bacterial action 
in the intestine. ‘re was an ill-defined correla- 
tion with the level of ammonium ion in the blood 
and spinal fluid. The authors believe that electro- 
encephalography is a more sensitive index of 
cerebral disturbance in these patients than is clini- 
cal assessment, because the cerebral utilization of 
oxygen in hepatic insufficiency may also be de- 
creased without obvious neurological disturbance. 
They consider the elect aphic test 
particularly relevant in the assessment of patients 
for portacaval anastomosis, an operation known to 
cause impending hepatic coma in up to 30% of 
patients. 


Radiochemical Center.—The Atomic Energy Au- 
thority’s radiochemical center at Amersham now 
makes available about 18,000 consignments of 
radioactive isotopes, with an estimated value of 
over $720,000. More than 70% of this is sent to 
about 50 countries scattered throughout the world, 
including some behind the iron curtain. The de- 
mands for these isotopes have trebled in the last 
few years, and to mect the increasing demand for 
them new laboratories have been built at Amer- 
sham. These have been specially designed for the 
separation of pure radioactive isotopes from sub- 
stances irradiated in the reactors, the synthesis of 
labeled elements and compounds for research pur- 
poses, and the manufacture of radiation sources 
for industrial and medical use. A group of “hot 
cells” for dealing with isotopes such as radiocesium, 
emitting penetrating radiations up to 1,000 curies, 
is being constructed. These cells are completely 
enclosed, being shielded by 300 tons of concrete, 
and they are fitted with automatic handling devices, 
so that operators can work at a distance. The pro- 
duction of such basic isotopes as radioactive iodine, 
phosphorus, sulfur, and carbon (1'", S$’, and 
C '*) has been recently stepped up, and the concen- 
tration of radioactive isotopes in each product has 
been greatly increased, Thus the C '' now available 
contains 50% of the pure isotope compared with 
2% a few vears ago. The demand for the less 
common isotopes and labeled compounds is in- 
creasing, and this has thrown a strain on the 
chemical plant for their production and efficient and 
safe storage. There is an acute demand for com- 
pounds containing C '*, particularly from biochem- 
ists and pharmacologists. The following labeled 
compounds are now available: cholesterol, testos- 
terone, progesterone, estrone, such carcinogens as 
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dibenzanthracene and benzanthracene, specifically 
labeled carbohydrates, amino acids, serum albumin 
iodinated with ['"', and vitamin B,. labeled with 
Co ™, and Co™. 


Hypoglycemic Action of Aspirin.—Following up 
Joslin’s statement that rheumatic fever and diabetes 
mellitus rarely coexist, Reid and co-workers ( Brit. 
M. J. 2:1071, 1957) studied the effect of aspirin on 
the blood sugar in a patient who had diabetes but 
who has hospitalized primarily for the treatment of 
his rheumatic fever. While he was in the hospital 
his urine was sugar-free and the fasting blood sugar 
level was normal, although he was receiving only 
aspirin. After being discharged he was found to 
have glycosuria, a high fasting blood sugar level, 
and a diabetic ghicose-tolerance curve. In view of 
these findings it was decided to test the effect of 
aspirin on the blood sugar of seven other diabetics. 
Four were of the mild, overweight tvpe and three 
were of the lean, more severe tvpe. The diet pro- 
vided 100 to 170 Gm. of carbohydrate dailv. An 
intensive course of aspirin controlled by serum 
salievlate estimations was given to each patient for 
10 to 14 davs. The dose varied from | to 1.6 Gm. 
every four hours, omitting the 4 a. m. dose. The 
effect of this dosage on the clinical maifestations of 
the diabetes, and on the blood sugar, glycosuria, 
ketonuria, and glucose tolerance was observed. 
‘Glycosuria disappeared and the fasting blood sugar 
returned to normal or near normal in all diabetics. 
No decisive effect on ghicose tolerance was ob- 
served, although the blood sugar curves were al- 
wavs lower when aspirin was given than thev were 
before and after. Moderate ketonuria was reduced 
to normal in two patients. The biochemical changes 
induced by aspirin were accompanied by clinical 
improvement in such symptoms as thirst, polvuria, 
and pruritus, but with the dosage used the aspirin 
gave rise to such side-effects as tinnitus and deat- 
ness. Two patients had intermittent vomiting for 
the first two or three davs. There was a definite in- 
crease in the basal metabolic rate of four patients 
while receiving aspirin. It is suggested that the site 
of the action of the aspirin is in the tissues, The 
authors believe that aspirin might be used instead 
of the sulfonvlureas if a product for the oral treat- 
ment of diabetes is required. 


Rheumatic Heart Disease and Pregnancy.—O Dris- 
coll and co-workers ( Brit. M. J. 2:1090, 1957) con- 
cluded trom a study of 289 patients with pregnancy 
complicated by rheumatic heart disease that, no 
matter how serious a rheumatic heart condition may 
be, pregnaney should not be terminated at any 
stage, nor abdominal delivery resorted to. Over a 
four-vear period rheumatic heart disease was diag- 
nosed in L4% of all obstetric patients attending 
the National Maternity Hospital, Dublin. The 
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average age of these rheumatic patients was 30.8 
vears and the average parity 3.4. The average stav 
in hospital before delivery was nearly 21 days. 
Therapeutic abortion was not performed in anv 
case, nor was labor ever induced because the pa- 
tient had heart disease. Cesarean section was per- 
formed twice, but for other reasons. The methods 
of delivery were: spontaneous, 236, forceps or 
breech. 41; complete abortion, 6 evacuation of in- 
complete abortion, 4, and cesarean section, 2. Only 
one woman died, and then in the puerperium. 
Pregnaney did not shorten her life. and surgical 
intervention would not have prolonged it. The fetal 
loss was 23, corresponding to a 92% survival rate 
for at least one month after birth, There were 6 
stillbirths, 7 neonatal deaths, and 10 miscarriages. 
Because contraception, abortion. and sterilization 
are not practiced by the community from which 
these women were drawn, they were truly un- 
selected, Conservative management of these patients 
gave results as good as those likely to be obtained 
by induction of labor or cesarean section. 


Hospital Gets Cobalt Unit.—A cobalt bomb unit 
for radiation treatment. or theretron. is now in use 
at the Westminster Hospital. It is the first to be 
installed in a general undergraduate teaching hos- 
pital. It will produce atomic radiation equal to that 
of 2,000 Gm. of radium. It cost about $168,000. The 
equivalent in radium would cost 56 million dollars 
and would be too bulky for clinical use. The radio- 
active cobalt is encased in lead. The patient, ving 
recumbent and isolated in a chamber with thick, 
lead-lined concrete walls and a sliding lead door, is 
treated by remote control. The bomb rotates around 
him. The radiotherapist, seated before switch- 
board, is on the other side of the protective shield- 
ing, but can see the patient through a window. 
The radiations can be used with such precision that 
only the tumor is affected, 


Poliomyelitis Vaceine.— Hitherto all home-produced 
poliomvelitis vaccine was made by Labora- 
tories. Now the first three batches to be produced 
by Burroughs Wellcome & Co. have passed both its 
own and the stringent Medical Research Council 
tests. Thev total about 140,000 doses. Of these about 
23,000 doses were exported to Eire. The rest was 
distributed to 28 local health authorities. The com- 
position of the two home-produced vaccines is 
identical. The first imported Salk vaccine from the 
United States is being tested at the Medical Re- 
search Councils laboratories at Hampstead. So 
far, supplies only sufficient for testing have come 
from Canada and the United States. British experts 
confidently expect them to pass the tests. These 
first supplies are not likely to be available for use 
before the end of 1957, after which a steady import 


is hoped for, 


, 


J.A.M.A., Jan. 4, 1958 


| CORRESPONDENCE 


WHAT PRICE SECURITY 


To the Editor:—Pressure groups in and out of or- 
ganized medicine have stepped up their campaign 
to sell physicians social security, This, in spite of 
the fact that for the first time in its history Uncle 
Sam's vast social security svstem wi | dole out more 
in benefits than it collects in payroll taxes. Fore- 
most in the lobby groups for the compulsory inclu- 
sion of all doctors in social security is the Physicians 
Forum, Inc. One might well overlook this group 
as being small and socialist-inspired, but their per- 
suasiveness for the gullible cannot be discounted. 
This organizytion recently put on an intensive drive 
by issuing a four-page booklet entitled “Social Se- 
curity for Doctors.” Perhaps vou received one. The 
vision of retirement annuities and cheap life insur- 
ance for next to nothing is all included. To swallow 
the bait one has only to conform to medical medi- 
ocrity and surrender a few essential liberties. No 
one will deny that the social security svstem badly 
needs doctors and their dollars to plug the forecast 
and inevitable deficit. But what then? Only a boost 
in pavroll levies scheduled under the present law 
for Jan. 1, 1960, will halt the tide, and without the 
inclusion of the medical profession Congress will, in 
all probability, be forced to raise taxes higher than 
the existing law allows. Several states have already 
petitioned the American Medical Association to 
retreat from its long opposition to compulsory 
inclusion of physicians in social security. More may 
follow if the give away looks big enough. Should 
doctors be naive enough to embrace a federal dole 
system, we had best take a last long look at pro- 
fessional liberty as well. 


Roserr B. MLD. 
SS Park St. 
Montelair, N. J. 


COMPILATION OF STATISTICAL DATA 


To the Editor:—During the past vear we have 
used an IBM method in the department of radiol- 
ogy and have been most gratified with the results. 
The method permits the collection of accurate and 
detailed statistical data with a minimum of person- 
nel, as described by Gould and Morgan (Am. J. 
Roentgenol. 74:98-115 [July | 1955). 

Statistical data are recorded numerically on the 
IBM card. A diagnostic code number is supplied by 
the radiologist during film interpretation. The code 
used is the “Index for Roentgen Diagnosis” pub- 
lished by the Commission on Education of the 
American College of Radiology. This diagnostic 
code possesses basic simplicity with a high degree 
of specificity and has ample room for expansion. 


At monthly intervals, the IBM cards are sorted 
and tabulated to furnish a statistical report. At 
quarterly intervals, the IBM cards are processed 
in a numerical sequence according to the diagnos- 
tic code. The result is a printed book containing a 
complete listing of all coded diagnoses in a three- 
month period. This material has been of inestim- 
able value and has been readily available for teach- 
ing purposes and investigative projects. It is antic- 
ipated that there will be an increasing use of the 
IBM method in radiology. The excellent results at- 
tained with little additional effort and cost include 
(1) comprehensive and accurate statistical data 
and (2) a complete radiological diagnostic file. 


G, Jaconson, M.D. 
Jerome H. Suapimo, M.D. 
Division of Diagnostic Radiology 
Montefiore Hospital 

New York 67. 


DRUG REACTION 


To the Editor:—It was with interest that I read of 
two cases of hypersensitivity to meprobamate in the 
section devoted to Israel in Foreign Letters in the 
Oct. 5, 1957, issue of THe JourNAL, as reported in 
Harefuah (53:37, 1957) by E. Davis. Two days 
prior to receiving my copy of this issue, | had placed 
a 35-vear-old Caucasian male on medication with 
Quanil (the Italian trade name for one brand of 
meprobamate }. Two hours after ingestion of one 
400-mg. tablet and followed by a predinner highball 
containing about | oz. of ethanol the patient began 
to experience symptoms of numbness and tingling 
of his hands and face. He described his condition 
at that time as being similar to a penicillin reaction 
which occurred six and one-half years previously. 
Although he did not feel altogether well, he did 
not communicate this to his wife. About one and 
one-half hours later, however, he fainted, striking 
his forehead and infraorbital region on his desk as 
he fell. His wife states that when she discovered 
him he was cyanotic and shivering violently. He 
also had developed urticaria of the abdomen and 
extremities, Twenty-four hours later all symptoms 
had subsided with the exception of generalized 
pruritus. Inasmuch as this patient has a history of 
allergy to penicillin, as did the patient reported by 
Davis, I thought that this similarity was of more 
than passing interest. 


Lieut. G. F. Monanan, M.C., U.S.N.R. 
U.S. Naval Air Facility 

Navy No. 510 

Fleet Post Office =, 
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MEDICAL INSURANCE 
PART I. WHAT DOCTORS THINK ABOUT IT 
D. Bruce Wiley, M.D. 


Whenever two or more doctors gather in a hos- 
pital lounge, a county society meeting, or a medical 
convention, sooner or later the talk gets around to 
prepaid medical care plans—a subject which few 
physicians can discuss dispassionately, 

This summer the Michigan State Medical Society 
gave its members a chance to put their thoughts 
of voluntary prepaid medical-surgical programs on 
record, Their ideas became part of the society's 
gigantic, statewide Opinion Study on Prepaid Med- 
ical Care Coverage in Michigan. The complete 
study also contained separate surveys of public 
attitudes on the same general subject. 

There was a 38.5% return of the questionnaires, 
which had been sent to more than 6.300 physicians 
in the state. One-third of the doctors who replied 
were general practitioners, 13% were internists, and 
16% were surgeons. The balance of the doctors 
surveved represented 17 other specialties. 

The survey indicated that, although processing 
claims have added considerable burden to the 
doctor's office routine, he is more inclined to accept 
this philosophically and focus his discussion about 
prepayment plans on four broad categories—fees. 
benefits to subscribers, the supervision and admin- 
istration of the program, and the tvpes of plans 


which should be made available to the public. 
Increase in Fees and Benefits 


Respondent doctors were in general agreement 
on the matter of fees and what to do about them. 
A majority felt that their colleagues were dissatis- 
fied with the fees presently paid by Blue Shield 
in Michigan. Many suggested that the fee schedule 
be raised on a selective basis, while others believed 
that both Blue Shield premiums and fees should be 
varied as the cost of living went up or down. 

Nearly all general practitioners replying to the 
questionnaire did not want Blue Shield to pay them 
a different fee than the specialist received for the 
same type of treatment. Two-thirds of the respond- 
ing specialists, however, did not see it that way. 
They said there should be a difference. 

When doctors were asked how they decided what 
to charge a patient, most of those replying said 
they considered that the “usual” going rate for the 
value of the service in the community was the most 
important factor. They indicated that this held true 
whether the patient had medical insurance and 


Chairman, Michigan State Medical Society Survey Committee, and 
Chairman, Council of the Michigan State Medical Society, Lansing, 


his income was higher than the income limit of his 
contract, or whether he did not have any insurance 
at all. 

Along with the idea of increasing fees, the re- 
spondent doctors favored increasing the benefits 
to subscribers regarding consultations, emergency 
first aid, and diagnostic services. Yet they did not 
feel that Blue Shield should offer a contract which 
would include all professional services. 

Survey results indicated that specialists in par- 
ticular thought that consultation benefits should be 
included in insurance policies. Opinion was divided 
about fifty-fifty on increasing the present 24-hour 
limitation for emergency first-aid treatment. The 
majority of those who said thev favored it thought 
it should be boosted to 48 hours. Almost half felt 
that if outpatient diagnostic services were going to 
be added to contracts, payments also should be 
made when the treatment was given in the doctor's 


office. 
Administration and Supervision 


Although Michigan physicians who answered the 
questionnaire did not advocate many specific 
changes in benefits, they did have a few more ideas 
on the administration and supervision of the Blue 
Shield plans. Thev agreed that the House of Dele- 
gates should continue to elect the Blue Shield board 
of directors and include representatives from man- 
agement and labor. Respondent doctors were satis- 
fied to have commercial insurance companies and 
the medical profession conduct the major medical 
and surgical plans in Michigan on a competitive 
basis. Thev also wanted the administration of Blue 
Shield to be a joint project between doctors and 
qualified lay persons emploved by the physicians. 

Nearly two-thirds indicated, however, that the 
profession was not given enough voice at the local 
level in determining Blue Shield policies and half 
did not feel that they had enough to sav about 
policy on the state level. The solution to this situa- 
tion as they saw it was to let county medical socie- 
ties have greater recognition in deciding policy. 
The survey findings also suggested county societies 
as the proper groups to supervise utilization of Blue 
Shield, Doctors replying to the questionnaire felt 
that a standing committee of the county society 
could handle this job very well. Seventy-five per 
cent agreed that such policing was necessary for 
Blue Shield. They were even more emphatic (85.4%) 
about the necessity for the policing of Blue Cross 
utilization. 

New Plans 


After dealing with matters of administration and 
supervision, the survey called attention to the type 
of policies which might be offered to subscribers. 
In Michigan Blue Shield is a combination service- 
cash indemnity plan. A resounding majority of 
respondent physicians did not believe that the med- 
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ical service principle should be offered only to per- 
sons with incomes under $5,000. They wanted it 
raised to a new $7,500 income limit and increase 
its fee schedule. They felt this would provide a 
policy more in line with present economic condi- 
tions. 

There appeared no doubt in their minds that 
Blue Shield should stick to medical service cover- 
age and not offer such things as hospital coverage 
on an indemnity basis, life insurance or disability 
protection. Still they were in favor of new ideas 
in the type of contracts Blue Shield might provide 
to subscribers. The majority of replying physicians 
went along with the philosophy of deductible or 
co-insurance policies. In fact, 82% felt that separate 
deductible or co-insurance contracts should be of- 
fered by Blue Shield in addition to full pav policies. 


Improvements on the Way 


It was only in the area of Blue Shield popularity 
that the surveved doctors were slightly wrong. 
They did not recognize that the program was as 
popular with subscribers and the public as it was. 
Possibly this is because they get more gripes than 
laurels. Thev were absolutely right, however, when 
they surmised that the subscribers did not fully 
understand the coverage in their contracts. This 
was borne out by the public opinion surveys. 

Taking a broad look at Michigan Medical Serv- 
ice, physicians answering the questionnaire con- 
cluded that the service was providing satisfactory 
service to the public, but they were agreed that it 
could be improved. The House of Delegates con- 
curred and took steps to bring this improvement 
about. They recommended broader benefits to sub- 
scribers, the addition of a $7,500 income limit con- 
tract, the adoption of a series of unit values for 
medical care to make the schedules more realistic, 
and proposed the introduction of a new deductible 
co-insurance policy. 


PART HL. WHAT PEOPLE THINK ABOUT IT 


The fifth floor waiting room of Detroit's Harper 
Hospital was crowded on a Monday morning in 
September. In the 13 operating rooms two floors 
above, 35 operations had been performed since 
7:15 a. m. 

For the moment the people in the waiting room 
were more concerned with the skill of the surgical 
team than what they would have to pay for the 
operation. If they thought about money at all, those 
with medical and surgical insurance assumed that 
a good share of the doctor bills would be taken 
care of. But the appalling thing was that most of 
them had only a hazy idea of what their policies 
actually covered. 

That same morning in Grand Rapids—144 miles 
across the state—the members of the Michigan State 
Medical Society House of Delegates were finding 
out just how little the people in the state knew 
about medical insurance. They were also learning 
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some eye-opening facts which revealed what peo- 
ple really thought of Blue Shield and medical care 
plans in general. 

The information came from a series of surveys 
made during the summer which had been compiled 
into a 276-page, 4-lb. report with the long and 
imposing title, An Opinion Study of Prepaid Medi- 
cal Care Coverage in Michigan. The study was 
conducted by the medical society and the Michigan 
Health Council, a nonprofit educational organiza- 
tion. It consisted of 1,000 personal interviews, a 
questionnaire mailed to more than 60,000 people, 
a factual condensation of other surveys on the same 
subject, plus an additional survey of doctor opinion. 
Questionnaires to the general public had a return of 
6,935, or 11.2% of the number sent out. 

The executive committee of the council of the 
Michigan State Medical Society was designated as 
the survey committee. Hugh W. Brenneman was the 
director of the survey. The president of the health 
council, which cooperated in the study, was J. K. 
Altland, M.D. 

A total of 12,248 persons responded to the inter- 
views and questionnaires. Their answers produced 
a cross section of public opinion in Michigan, 
where an indicated 81% of the total population have 
some sort of health insurance and the majority 
(65%) are Blue Shield subscribers. 


General Misunderstanding 


As the charts and statistics of the study were 
presented and explained to the House of Delegates, 
it soon became clear that the people thought they 
had more medical-surgical coverage than the con- 
tracts actually provided. 

Nearly half of the respondent subscribers were 
under the impression that diagnostic services, such 
as laboratory tests, were included in their policies. 
Just about the same number were sure that the 
surgical assistant at an operation was paid by the 
insurance company. Roughly a third of the people 
replying to the survey assumed that medical con- 
sultations, prenatal and postnatal care in the doe- 
tor'’s office, and outpatient diagnostic x-rays were 
covered, However, none of these benefits were in 
any existing Michigan Blue Shield contract. 

On the other hand, the study showed that the 
maximum Blue Shield contract offered some serv- 
ices which could be performed in’ the doctor's 
office, but many did not know thev had these bene- 
fits. For example, 45% of those answering survey 
questions were unaware that emergency first aid 
was covered, and another 28% had never under- 
stood that they could have 19 surgical procedures 
performed there. 

In addition to the general confusion about pro- 
visions in their policies, the responding public had 
an exaggerated idea of how much it was paying 
for medical insurance. Their estimate of monthly 
premiums was $3.13 higher than the average pre- 
mium that is paid for a Blue Shield contract. 
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It was amazing that Blue Shield enjoved such 
a great popularity in Michigan in view of these 
misunderstandings. However, the majority of Blue 
Shield subscribers (SI%) replying to the survey 
had a favorable opinion of the plan, 11% had no 
opinion one way or the other, and only 8% were 
unfavorable. Two-thirds of those who expressed a 
dislike for it felt the rates were too high, and the 
rest griped about coverage. 


More Benefits and Higher Premiums 


Respondents agreed that they would like to keep 
three of the benefits they could get in hospitals 
which were already part of their policies. Surgery 
stood first on the list, with diagnostic x-ravs and 
medical visits in the hospital second and third. 

Public opinion was pretty well divided about 
including other items not covered in the present 
plans. With the exception of diagnostic services 
(other than x-rav) in the hospital, the survey. re- 
sults indicated no overwhelming clamor for any 
new benefits. Slightly more than half of those re- 
plying did want to have medical consultations in 
the hospitals and payments to surgical assistants, 
however. The balance of the benefits mentioned 
were such things as surgical treatments at the doc- 
tor’s office (which thev already had), medical office 
calls, ambulance service, home calls, diagnostic 
services including laboratory fees, x-rav therapy 
in the doctor's office and the hospital, and diag- 
nostic x-rays for hospital outpatients. But the sur- 
vev findings did not show a majority vote for any 
of these. 

Even more significantly, the study indicated that 
people were willing to pav an increased premium 
for policies which suited their individual needs. In 
fact, on the average they agreed to go as high as 
$6.95 a month, although it meant increasing their 
monthly premiums as much as $4.12. 

The study also sounded out public opinion on 
the attitude toward deductible or co-insurance 
features as a possible way to reduce the cost of the 
policy. This met with about equal acceptance—47% 
of the respondents favoring it and the rest being 
satisfied with the present full payment plan. Those 
who said they wanted this tvpe of policy preferred 
one with a $25 deductible arrangement. Deductible 
insurance appeared to be especially appealing to 
the people who had complained about higher rates. 


Doctors Take Action 


Armed with the facts from the study, the House 
of Delegates was able to come up with recom- 
mendations to the Michigan Medical Service and 
other insurance companies. (In Michigan there is 
only one Blue Shield Plan. It is administered by a 
single corporation, the Michigan Medical Service, 
which in turn is guided by the House of Delegates.) 

The doctors insisted that all policvholders have 
a free choice of the physician they wanted to 
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treat them. They also proposed that a new $7,500 
income limit policy be established in addition to 
the $2,500 and $5,000 limit policies now available. 

Then they advanced the idea of a deductible /co- 
insurance policy which would work this wav. Hf a 
subscriber used his insurance during a vear, he 
would pay a definite amount for medical fees over 
and above what he normally pays in monthly 
premiums. The total amount he paid in addition 
to his premium, however, would be no more than 
1% of the contract which corresponds to his in- 
come—S825 for a $2,500 contract, $50 for a $5,000 
contract, and $75 for a $7,500 contract. 

To help doctors determine a fee schedule for 
medical services, the medical society agreed to 
develop a “Relative Value Scale.” In the meantime, 
thev decided to follow the relative unit scale values 
set up by the California Medical Association. 

At the same time the House of Delegates recom- 
mended that additional contracts be offered to 
subscribers which would have broader coverage. 
This basic new plan would include surgical benefits 
whether the surgery was performed in a hospital 
or a doctor's office; medical services in the hospital: 
consultations; payments to surgical assistants; anes- 
thesia when administered by a physician, obstetric 
services except for prenatal and postnatal care; 
diagnostic laboratory procedures in outpatient de- 
partments of hospitals, private laboratories, or the 
doctor's office; and diagnostic and therapeutic 
x-ray in hospitals, outpatient departments, or in 
the doctor's office. In short, it took in all of the 
things wanted by people who replied to the survey. 

Then the medical profession went a step further 
m recognition of persons who wanted policies 
tailored to their specific requirements. Thev pointed 
out that insurance organizations might enlarge 
upon the basic plan and offer additional services, 
which could include home and office calls, 
pharmacy prescriptions, prosthetic devices, prenatal 
and postnatal care, physiotherapy in outpatient de- 
partments or the doctor's office, and any other serv- 
ices which may be required in the treatment of the 
patient. Whether these added services would be 
offered or not was left up to the companies. Finally, 
thev informed insurance companies the medical 
profession in Michigan would endorse as a service 
policy those which followed these recommenda- 
tions and principles. 

As a result of the study by the Michigan State 
Medical Society and the Michigan Health Council, 
the people may soon have the opportunity to get 
almost any kind of medical insurance protection 
they want. For many vears Michigan doctors had 
been considering changes in the policies to bring 
them in line with the socioeconomic climate of the 
50's. Instead of relying on guesswork for these re- 
visions, they went directly to the people to get the 
facts. 


, 
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MEDICAL LITERATURE ABSTRACTS 
— 


INTERNAL MEDICINE 


Bacterial Endocarditis: An Analysis of Fifty Cases. 
T. N. Stern. J. Kentucky M. A. 55:791-7953 (Sept.) 
1957 [Louisville]. 


Bacterial endocarditis has become a curable dis- 
ease since the advent of antibiotics, although the 
mortality rate in treated cases still averages 20 to 
30° and in one series has reached 65%. Recent ad- 
vances in the use of antibiotics have not resulted in 
any appreciable improvement in the death rate over 
the last 5 vears. In 10 of the 50 patients comprising 
this survey, no definite preexisting disease was es- 
tablished. The underlying pathology revealed the 
incidence of rheumatic heart disease to be 64%, 
congenital heart disease, 4%; syphilitic heart dis- 
ease, 10%, and calcific aortic stenosis, 2%. Not diag- 
nosed prior to the onset of bacterial endocarditis 
were 23 of 32 cases of rheumatic fever, 5 of 5 cases 
of syphilis, and 1 of 2 cases of congenital heart 
disease. Positive cultures common to the disease 
entity were found in 39 of the 50 cases. According 
to sensitivity tests, these cases should have re- 
sponded to antibiotic treatment. A “febrile complex” 
and embolic phenomena were i most common 
incidental and presenting symptoms. Central nerv- 
ous system involvement included vertigo, mental 
confusion, nervousness, severe headache, stiff neck, 
paralysis, and coma. The most important physical 
signs, in their order of trequency, were fever, mur- 
mur, tachveardia, cardiomegaly, cardiac failure. 
nuchal rigidity, retinal hemorrhage, petechiae, and 
abdominal tenderness. The extensive central nerv- 
ous system involvement resulted in an unusually 
hich incidence (40%) of such neurological compli- 
cations as meningitis, cerebral infarct. cerebral 
abscess, and mycotic aneurysm. Of the 50 patients. 
17 were cured and 35 died (10 within 48 hours of 
admission to hospital), of whom 31 were available 
for autopsy. The high incidence of syphilitic heart 
disease is ascribed to the locale. Inasmuch as the 
mortality rate of bacterial endocarditis is not likely 
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to be lowered appreciably in the near future, further 
prognosis depends on prophylaxis and early diag- 
nosis, which are in turn dependent on the early 
diagnosis of underlying heart disease, adequate 
instruction of the patient, a high index of suspicion 
on the part of the physician, and a willingness to 
treat bacterial endocarditis even before the diag- 
nosis has become firmly established. 


Myxoma of the Left Atrium Simulating Mitral 
Stenosis with Cerebral Emboli. L.. Horlick and J. E. 
Merriman. Canad. M. A. J. 77:582-587 (Sept. 15) 
1957 [Toronto]. 


Myxomas account for about 50% of the rare 
primary cardiac tumors, and 75% of the myxomas 
are found in the left atrium, where they may pro- 
duce obstruction to either the mitral valve or 
the pulmonary veins with characteristic clinical 
sequelae. The history of a 46-year-old woman re- 
ported on is unusual because of being primarily a 
neurological problem and because of the hemo- 
dynamic data indicating the remarkable similarity 
of this lesion to true mitral stenosis. The woman 
was seen by many observers. It was generally 
agreed that she had a typical mitral stenosis (sup- 
ported by physical signs, ph grams, and 
roentgenograms). The bizarre central nervous sys- 
tem symptoms were considered to be due to emboli 
arising in the left atrium. The patient was operated 
on. The left atrium was explored, and the mitral 
valve was found to be normal in size. Overlying the 
mitral valve and attached by a broad base to the 
interatrial septum was a friable tumor. It occupied 
the major portion of the left atrium. During digital 
exploration the heart stopped. It was restarted by 
manual massage, and a satisfactory beat was re- 
stored, No attempt was made to remove the tumor. 

On the day following operation, the patient's 
pupils were dilated but reacted slightly to light. 
The eves were divergent. All the extremities were 
spastic, and spasticity was more marked on the left. 
Babinski sign was positive bilaterally. The consult- 
ing neurologist was of the opinion that decerebrate 
rigidity was present in moderate degree. The pic- 
ture was that of upper pons and midbrain involve- 
ment, which was probably secondary to an episode 
of anoxia at the time of operation but could be due 
to an embolus in the basilar artery. The patient 
died on the 9th day. Autopsy revealed that the 
tumor was attached to the atrial septum by a short 
pedicle. Microscopically the tumor was a myxoma. 


In the brain, a branch of the right middle cerebral 
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arterv was found to be plugged with an embolus of 
the tumor similar to that found in the heart. Al- 
though most of the embolus was necrotic and 
acellular, small viable areas indicated its site of 
origin. Associated with the emboli were several 
recent cerebral infarcts. Crafoord reported a suc- 
cessful operation for myxoma of the left atrium. 
using a by-pass pump and oxygenator. The clinical 
diagnosis is still very difficult. The case presented 
demonstrates the remarkable similarity of mitral 
stenosis and left atrial myxoma both clinically and 
hemodynamically. The only relatively sure way of 
distinguishing these 2 conditions is by angiocardiog- 
raphy, a technique which is not without hazard. 


Contribution to Diagnosis of Bronchial Carcinoma. 
F. Meloni. Schweiz. med. Welnschr. 87: 1072-1079 
(Aug. 17) 1957 (In German) [Basel Switzerland]. 


The author reports on 16 patients with carcinoma 
of the lung who were admitted with an erroneous 
diagnosis of pulmonary tuberculosis to a sanatorium 
in Switzerland. Fifteen of the 16 patients had bron- 
chial carcinoma, and 1 had pulmonary metastasis 
from seminoma associated with pulmonary tuber- 
culosis. The chest roentgenograms of these patients 
were not characteristic and simulated tuberculous 
lesions by (1) isolated circular shadows which sug- 
gested centrally disintegrated tuberculomas, (2) 
segmental or lobar atelectasis with poststenotic 
bronchiectatic clearing which had been interpreted 
as cavernous disintegration, (3) increased hili or 
perihilar shadows, (4) disintegration cavities despite 
no demonstration of bacilli, (5) pleural effusion, and 
(6) unilateral combination of carcinomatous and 
tuberculous changes. The possibility of bronchial 
carcinoma should be considered before that of 
pulmonary tuberculosis, particularly in heavy 
smokers over 40 vears of age in whom such roent- 
genologic findings as those described above persist 
or progress m the presence of negative bacteriolog- 
ical and serologic findings. Bronchoscopy proved to 
be of valuable aid in establishing the diagnosis of 
bronchial carcinoma in 3 of the 16 patients, and 
evtological examination made the diagnosis of the 
tumor possible in 15. 

Forty-one patients, who were referred to the 
author for evtological examination and in whom a 
cevtological diagnosis of a malignant tumor was 
made, were operated on. Microscopic examination 
of the operative specimen confirmed the cytological 
diagnosis in 36 of these patients, while the tumor 
diagnosis was not supported by the microscopic 
findings in the remaining 5. The value of the evto- 
logical examination lies in the fact that it may reveal 
the presence of the tumor in early cases in which 
bronchoscopic findings may still be negative. The 
early diagnosis thus made possible reduces the 
number of inoperable cases. The cytological exam- 
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ination of the bronchial secretion occasionally is 
also of aid in establishing the presence of bronchial 
carcinoma associated with pulmonary tuberculosis. 


Wilson's Disease: of 10 Cases. Feng Yine- 
Kun. Chinese M. J. 75:631-655. (Aug.) 1957 (In 
English) [Peking]. 


The author presents the histories and discusses 
clinical observations of 10 patients with progressive 
lenticular degeneration (Wilson's disease). Most of 
these patients had Kavser-Fleischer rings, evidence 
of involvement of the extrapyramidal system, and 
hepatic dysfunction. A familial tendency toward the 
disease was observed in 4 patients and possibly in 
a Sth. Three patients had a history of jaundice. 
Emotional or mental symptoms were observed in 
7 patients. Four patients had severe osteoporosis. 
Two of these had old fractures of both femurs. 
Three patients, including 2 of those with osteoporo- 
sis, had a negative calcium balance. One of the 4 
patients with osteoporosis was treated for tetany 
without benefit. One patient presented symptoms 
of depression. Brief attacks of irregular tremors 
were overlooked in 2 patients. Biochemical studies 
revealed marked aminoaciduria and hypercupriuria 
in 6 patients. 

One patient was subjected to a splenectomy on 
the basis of the diagnosis of Banti's syndrome 
(splenomegaly, anemia, leukopenia, and hepatic 
dysfunction). The authors emphasize that voung 
patients presenting evidence of Banti’s syndrome, 
tuberculous peritonitis, tetanoid spasms, osteoporo- 
sis, and/or spontaneous fractures should be investi- 
gated for the existence of progressive lenticular 
degeneration. Thev believe that bone changes are 
probably concomitant findings in this disease, and 
they consider a study of the calcium and phosphorus 
metabolisms valuable in elucidating the nature of 
the disease. Dimercaprol (BAL) treatment gave 
satisfactory results in patient, produced some 
improvement in another, and was ineffective in a 
third patient, its effect on the progress of the dis- 
case in 2 other patients remains to be determined. 
Encouraging results were obtained in 1 patient with 
cortical excision of areas 4 and 6 of the right cere- 
bral hemisphere and cervical chordotomy. 


Hypoaldosteronism: A Clinical Study of a Patient 
with an Isolated Adrenal Mineralocorticoid Defi- 
ciency, Resulting in Hyperkaliemia and Stokes- 
Adams Attacks. ]. B. Hudson, A. V. Chobanian and 
A. S. Relman. New England J. Med. 257:529-536 
(Sept. 19) 1957 [Boston]. 


The authors report on a 7l-vear-old man in 
whom repeated attacks of cardiac standstill were 
apparently produced by the effect of spontaneous 
hyperpotassemia on a preexisting complete atrio- 
ventricular heart block. Renal function tests showed 
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that if any renal disorder existed in this patient it 
was hardly of the severity usually responsible for 
hyperpotassemia. The ability of the patient's kid- 
neys to respond to sodium restriction and the 
subsequent intramuscular administration of desoxy- 
corticosterone acetate by an increase in the clear- 
ance of potassium and by a sharp reduction in 
sodium excretion constituted evidence against a 
primary renal disorder. 

Nothing about the patient's clinical appearance 
or history suggested adrenocortical insufficiency. 
Adrenocortical function tests showed that the rest- 
ing adrenal secretion of corticoid and androgenic 
steroids was normal and that the adrenal gland was 
capable of responding normally to pituitary stimu- 
lation. Determinations of urinary aldosterone indi- 
cated the existence of a defect in aldosterone 
excretion. Aldosterone excretion was undetectable 
on a normal sodium intake. There was a grossly 
inadequate response to the stimulus of a low-sodium 
diet. These observations suggested that the hyper- 
potassemia was caused by an isolated defect in 
adrenocortical function resulting in aldosterone 
deficiency despite normal of other 
adrenal steroids. In view of the apparently isolated 
deficiency in minera patient was 
given by mouth 0.125 mg. of fluorohydrocortisone 
acetate each day. At this dose this steroid has a 
much greater effect on electrolyte excretion than on 
intermediary metabolism. The patient was allowed 
a normal diet, excluding only salt added at the table 
and certain foods high in potassium. On this regi- 
men the serum potassium remained within the 
range of 4.5 to 5 mEq. per liter, the patient's pulse 
did not slow, and with 1 exception he had no further 
difficulties during a 1-year period of follow-up 
study. This patient probably represents an example 
of “pure” hypoaldosteronism, although it cannot 
be determined whether the primary defect lies 
within the adrenal cortex or in some as yet uniden- 
tified extra-adrenal regulatory mechanism. 


Xiphidynia as a Concomitant of Asthma. C. J. 
Malloy. Canad. M. A. J. 77:585-587 (Sept. 15) 1957 
[Toronto]. 


The innervation of the xiphoid serves to explain 
the reference of pain and tenderness here when 
disease exists in adjoining structures and vice versa. 
The source of sensory fibers is the 4th to 6th thoracic 
nerves via the intercostal nerves. Through these 
may be referred pain from the gastro-intestinal 
tract and the reverse. Overlapping of the cardiac 
afferent and xiphoid nerves also occurs, as pain 
from the heart is transmitted over the Ist to the 6th 
thoracic nerves. Connections with the ramifications 
of the phrenic nerve as they spread over the dia- 
phragm and liver capsule explain the frequent 
reference of xiphoid pain to the shoulder. In view 
of the foregoing considerations, association of 
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xiphoid pain with bronchial asthma would seem 
hardly surprising, but it does seem to be a rarity. 

The author presents the histories of 2 patients in 
whom xiphidynia was observed as a concomitant of 
asthma. In the first patient, obesity, psychoneurosis, 
and myocardial insufficiency were complicating fea- 
tures. In the second patient, bronchial asthma was 
the only demonstrable disease with bearing on the 
xiphidynia. Gastrointestinal discomfort occurred, 
but radiographs of the stomach, gall-bladder, and 
duodenum were negative. Pressure on the xiphoid 
reproduced pain and occasionally asthma in the 
first patient and pain only in the second. In neither 
patient was there any connection between the fre- 
quency and severity of asthma and the degree of 
tenderness and pain in the xiphoid. Both patients 
experienced a partial regression of pain and tender- 
ness spontaneously. Only temporary relief was ob- 
tained by the topical use of local anesthesia. Xiphi- 
dynia, when it occurs, should be regarded as a 
concomitant rather than as a cause of asthma, and 
asthma as a concomitant rather than a cause of 
xiphidynia. 


Obesity and Diabetes: Present-Day State of the 

Problem and Effect of Treatment 

). B. Bruni. Gazz. 

med. ital. 116:352-364 (Aug.) 1957 (In Italian) 
[Turin]. 


The authors report on 3 groups of obese patients, 
some with diabetes, treated with phenmetrazine 
(Preludin) given in pills of 25 mg. each. The first 
group was composed of 30 female patients who 
became obese after marriage and several preg- 
nancies. The patients presented increased appetite 
and gained weight, at times rapidly, with the weight 
tending to remain stationary at the level reached. 
Most patients presented neurovegetative dystonia 
and disturbances in psychoaffective tone. The pa- 
tients were first prepared psychologically, then put 
on a diet of from 800 to 1200 calories per day and 
given 2 pills of Preludin daily, 1 at 10 a. m. and the 
other at 4 p. m. Later they were given small doses 
of thyroid extract or of progesterone in the premen- 
strual period. The second group was composed of 
10 diabetic patients, 7 of whom were also obese. 
The patients were put on a diet of an average of 
160 Gm. of glucides per day, low in calories for 
obese patients; they were given insulin or antidia- 
betic drugs administered by mouth and 2-3 pills of 
Preludin at 10 a. m. and again at 4 p. m. The third 
group was composed of 8 diabetic obese patients 
who were treated in the same way as those of the 
2nd group, except that the antidiabetic treatment 
consisted of dietetic limitations only. 

A steady loss of weight of about 1 kg. per week 
was noticed in the patients of the first group. Pre- 
ludin had no effect on the sugar metabolism, 

a marked beneficial effect on the 
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tone and on the diencephalic vegetative functions, 
and had no significant untoward side-effects. Car- 
diovascular insufficiency, present in several patients, 
improved with the loss of weight. The drug was 
well tolerated and had no habit-forming effect. 
Preludin, even in large doses, had no untoward 
effect on the glucide metabolism of the patients of 
the second group and checked the marked hyper- 
phagia, making possible toleration of a diet low in 
calories and sugar. Preludin had a marked bene- 
ficial psychological effect on obese diabetic patients. 
Steady reduction in weight was noticed. Toleration 
of hydrocarbons was improved. The results ob- 
tained in patients of the third group were similar 
to those obtained in patients of the second group. 


Erroneous Dia in Lymphogranulomatosi 
(Hodgkin's Disease). G. Wiist and W. Janssen. 
Miinchen. med. Wehnschr. 99:1175-1179 (Aug. 16) 
1957 (In German) [Munich, Germany]. 


Among 234 patients in whom the diagnosis of 
Hodgkin's disease (malignant lymphogranuloma) 
was established by histological studies, 90 had been 
admitted with an erroneous diagnosis. After analyz- 
ing the erroneous diagnoses, the authors could not 
agree with Naegeli that Hodgkin's disease is most 
often mistaken for tuberculous lymphomas of the 
neck but found that the most frequent erroneous 
diagnoses are tumor and blood diseases. The pul- 
monary form of Hodgkin's disease is especially difti- 
cult to recognize and is frequently mistaken for 
mediastinal or pulmonary tumor. In patients who 
are admitted with the mistaken diagnosis of leu- 
kemia, the correct diagnosis can usually be made 
with the aid of examinations of blood and sternal 
marrow. Of special interest were 21 patients in 
whom Hodgkin's disease was not recognized during 
prolonged clinical observation, and only autopsy 
established the correct diagnosis. The majority of 
these patients were of rather advanced age, and the 
total duration of Hodgkin's disease was generally 
shorter than is ordinarily the case in untreated 
Hodgkin's disease. It is widely accepted that in 
patients of advanced age most diseases do not pre- 
sent clear symptoms. In particular, swelling of the 
lymph nodes is not as evident in older as in younger 
patients. 

The authors believe that Hodgkin's disease will 
not be misdiagnosed as often if attention is given 
to the following points: 1. It should be remembered 
that Hodgkin's disease is often mistaken for tumor. 
2. Pruritus and a positive diazo reaction in the urine 
are not found in all patients with Hodgkin's dis- 
ease. 3. The blood picture likewise is not always 
typical, leukopenia and eosinopenia are frequently 
found, and occasionally lymphocytosis is found. 4. 
Biopsy should always be carried out before treat- 
ment with roentgen rays or cytotoxic drugs is 
started. 5. It is advisable to excise several lymph 
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nodes for examination. 6. The lymph nodes of the 
neck and of the axilla are best suited for histological 
examination. 7. If biopsy fails to reveal the typical 
signs of Hodgkin's disease but swelling of the lymph 
nodes continues, it should be repeated. 8. If Hodg- 
kin’s disease of the visceral organs is suspected, it 
is advisable to perform a biopsy on peripheral 
lymph nodes that are not enlarged. 


Spontaneous Rupture of the Spleen in Infectious 
Mononucleosis. J. L.. Connell and S. Clifton. Aus- 
tralian & New Zealand J. Surg. 27:49-53 (Aug.) 
1957 [Melbourne]. 


A 37-vear-old man had been in ill health for 
about 8 weeks. He had had intermittent attacks of 
malaise, generalized aches and pains, chills, and 
sore throat. Three days before admission to the 
hospital he had noticed some enlargement of the 
cervical lymph nodes. The white blood cell count 
was 19.000 per cu. mm. with neutrophils, 33%, 
lymphocytes, 58%; and monocytes, 9%. The Paul- 
Bunnell test was positive. The next evening he had 
an attack of vomiting and complained of epicastric 
pain, which was accentuated by deep inspiration. 
Signs of shock appeared but subsided rapidly. On 
the following day he still complained of pain in the 
upper part of the abdomen and in the left shoulder. 
A few lymph nodes could be palpated in each 
posterior triangle of the neck and in each axilla. 
The upper half of the abdomen was distended, and 
there was tenderness and distension under the left 
costal margin. There was increased dullness over 
the splenic area and in the left flank. Elevation of 
the bed produced pain in the tip of the shoulder. 
Spontaneous splenic rupture was suspected. This 
diagnosis was confirmed by roentgenoscopy, which 
revealed a large splenic shadow, raising of the left 
leaf of the diaphragm, and displacement of the 
stowrach downward and to the right. 

Operation disclosed a large perisplenic hema- 
toma surrounding the ruptured spleen. Splenectomy 
was performed. Later a mechanical obstruction of 
the small intestine developed which required sur- 
gical treatment. Since then the patient has been 
well. A total of 46 cases of rupture of the spleen in 
infectious mononucleosis have been reported so far. 
Most of these have been precipitated by mild 
trauma, but about 40% have been spontaneous. 
Infectious mononucleosis has been shown to be 
second only to malaria as a cause of spontaneous 
splenic hemorrhage. The mortality of spontaneous 
splenic rupture in infectious mononucleosis is 30%. 
In most fatal cases reported it is clear that death 
would not have occurred had the diagnosis been 
made or even suspected. It is the lack of awareness 
of this serious complication during the course of 
this “benign” disease which contributes most to its 
mortality. Splenic rupture hardly ever occurs before 


the end of the second week. This is apparently be- 
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cause it is not until then that such infiltration of the 
capsule, trabeculae, and pulp with mononuclear 
cells, polymorphs, and red blood cells have so en- 
larged and softened the organ as to cause rupture. 
Spontaneous rupture of the spleen can be produced 
after the second week by the most trivial strains, 
such as getting out of bed, straining at stool, 
palpating the abdomen, and retching. Rectal ten- 

ss is a valuable confirmatory sign when intra- 


peritoneal bleeding is suspected. 


Nonarticular Rheumatism (Soft-Tissue Rheuma- 
tism): Recent Viewpoints on Etiology and Patho- 
genesis. K. Kalbak. Ugesk. lager 119:853-864 (July 
4) 1957 (In Danish) [Copenhagen]. 


Some basic features in the pathophysiology of 
pain are mentioned, and the segmental sensitive 
innervation of muscles (myotomes) and of bones 
(sclerotomes) is stressed. Indirect referred pain 
dominates extra-articular rheumatic diseases. A 
more centralized affection may show a characteristic 
pattern of pain only in the peripheral parts of the 
body. Unconscious motor potentials can be demon- 
strated by electromyography as a secondary phe- 
nomenon when a spinal nerve root is affected. From 
internal organs, sensitive autonomic impulses may 
create a characteristic pain syndrome due to ab- 
normal activity in the internuncial neuron centers 
of the spinal cord. The reflex pain syndromes occur 
most often in the upper extremities (shoulder-hand 
syndrome). About 75% of the patients who seek 
ambulant physical therapy have rheumatic diseases; 
35% have a nonarticular rheumatism characterized 
only by indirect pain, and 20% have local shoulder 
affections and articular rheumatic diseases. 


Electrolyte and Functional Corticoadrenal Changes 
Before and After Thymectomy for Treatment of 
Myasthenia Gravis. G. Mazzoni. Policlinico (sez. 
chir.) 64:268-277 (Aug.) 1957 (In Italian) [Rome]. 


Blood and urine specimens were obtained from 2 
patients with myasthenia gravis to determine po- 
tassium levels in blood and urine, glycemia, and 
17-ketosteroids content in the urine. These deter- 
minations were made repeatedly in the course of 
the disease and with the aid of various procedures. 
Blood and urine specimens were obtained shortly 
before, immediately after, and I's hours after the 
administration of neostigmine bromide. Before the 
administration of the drug, the urine potassium 
level was almost normal, but the serum potassium 
level was lower than normal. This level increased 
within the first hour after the intramuscular injec- 
tion of neostigmine and became almost normal 3-4 
hours later. Clinical symptoms subsided simulta- 
neously. Neostigmine improved the electrolyte bal- 
ance and induced prompt, although only temporary, 
relief of symptoms. A few days later, while the 
characteristic symptoms of myasthenia gravis were 
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fully manifested, 8 Gm. of potassium chloride were 
given by mouth to the patients in a fasting state. 
Again several days later, both neostigmine and po- 
tassium chloride were given to the patients. Higher 
than normal levels both of the 17-ketosteroids in 
the urine and of glycemia were observed. After ad- 
ministration of potassium chloride alone, the serum 
potassium level exceeded only slightly the normal 
physiological values, in contrast to the considerable 
increases in these values reported by others. This 
slightly increased level was restored to normal after 
3 to 4 hours. Blood and urine specimens were again 
taken shortly before and at intervals of ‘2 hour, 6 
hours, and 6 days after thymectomy. The serum 
potassium levels were similar to those recorded in 
patients who had undergone other operations. A 
stable electrolyte balance was observed in both 
patients who had obtained a clinical cure from the 
operation. Thymectomy restored the ionic equilib- 
rium, which is essential to the life of the cell. 


Psychological of Rheumatoid Arthritis. 
B. M. Cormier and E. D. Wittkower. Canad. M. A. J. 
77:533-541 (Sept. 15) 1957 [Toronto]. 


The view is gradually being accepted that rheu- 
matoid arthritis is multicausal in origin. The authors 
investigated the importance of emotional factors in 
the etiology of rheumatoid arthritis. They are espe- 
cially concerned with the manner in which patients 
suffering from rheumatoid arthritis deal with their 
aggressive impulses as compared with their nearest 
sibling. The patients who form the basis of this 
study represent an unselected sample of patients 
with rheumatoid arthritis attending the outpatient 
clinic of the 2 teaching hospitals of McGill Univer- 
sity, the Royal Victoria Hospital and the Montreal 
General Hospital. A few were private patients of 
the attending staff. The diagnosis of rheumatoid 
arthritis was well established in all patients. The 
motor activity of 18 patients with rheumatoid ar- 
thritis was compared with the motor activity of 
their nearest siblings free from the illness. The 
comparison shows that the patients with rheuma- 
toid arthritis are overactive as children but inhibited 
later in life (before their illness), whereas their 
siblings who are free from the illness start life with 
normal or inhibited motor activity and seem to be 
able to use their motor apparatus successtully for 
instinctive discharge later on in life. 

Motor overactivity early in lite in the patients 
with rheumatoid arthritis seems to serve as an outlet 
for aggressive drives in a socially acceptable or 
unacceptable form. After puberty, overactivity is 
progressively abandoned as an inadequate means 
of expression of instinctive tension in movement 
and impulsive action. The patients with rheumatoid 
arthritis take recourse to aggressive fantasies which 
give rise to feelings of guilt and anxiety. The in- 
tensification of these incompletely recognized, intol- 
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erable, aggressive fantasies (and the concomitant 
guilt and anxiety) by disturbing events in the 
patient's life history often precedes and probably 
precipitates the onset of rheumatoid arthritis. The 
comparison of Rorschach test findings in 13 patients 
with rheumatoid arthritis with the findings in the 
13 nearest siblings free from the disease 

rated the clinical assessment. The severity of the 
iliness seems to be proportionate to the severity of 
the impairment in the capacity to express aggres- 
sion. In the discussion of the psychotherapeutic 
implications of these findings, it is pointed out that 
psychotherapy is indicated for patients in whom 
emotional problems are found to be of crucial im- 
portance for the etiology and evolution of the dis- 
ease. The type of therapy to be given would depend 
on the nature and severity of the personality dis- 
order, on the insight of the patient and his willing- 
ness to undergo treatment, and on the treatment 
facilities available. 


First Outbreak of Psittacosis in Man in Chile: 
Clinical and Epidemiologic Study. R. Kralijevio, 
M. Borgano, R. Seanic and others. Rev. méd. Chile 
§$5:221-225 (May) 1957 (In Spanish) [Santiago]. 


The authors report the first outbreak of psittacosis 
in man in Chile. Six cases were observed. It was 
learned that during the first week of September, 
several lots of birds, imported from Argentina, were 
delivered at a pet shop in Santiago and at a breed- 
ing place for birds in the municipality of San 
Miguel. One of the parrots died shortly after it was 
delivered in Chile. Nine persons were in direct 
contact with the birds. Six of these persons became 
ill a few days after the parrot had died. Two pa- 
tients were the owners of the pet shop and of the 
breeding place. They were hospitalized on the 4th 
day of illness. They presented symptoms of atypical 
pneumonia. Penicillin administered for 4 days was 
not effective. Serologic tests for psittacosis made on 
the 5th day of the illness showed positive results. 
Penicillin was discontinued and chloramphenicol 
treatment substituted. The symptoms rapidly re- 
gressed, and the male patient recovered. The female 
patient was given penicillin and streptomycin for 
4 days after hospitalization. The symptoms spon- 
taneously regressed from the 5th day on. Serologic 
tests for psittacosis made a few days after the pa- 
tient had been discharged from the hospital were 
positive. Two of the patients who received medical 
treatment at home had symptoms similar to those 
of typhoid fever. The treatment consisted in admin- 
istration of chloramphenicol, which resulted in 
prompt recovery of the patients. The other 2 
patients had symptoms of an acute respiratory in- 
fection of short duration, which spontaneously re- 
gressed without any treatment. In these 4 patients, 
the serologic tests for psittacosis gave positive re- 
sults. In the other 3 patients who had been in direct 
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contact with the birds, as well as in the 32 persons 
in the hospital who had been in contact with the 
hospitalized patients, the clinical observations and 
the serologic tests gave negative results. The regu- 
lation of the Department of Public Health in these 
cases included (1) quarantine of the pet shop and 
of the breeding place in which the outbreak of the 
disease originated, (2) prohibition of importation of 
birds from other countries, and (3) sanitary inspec- 
tion of all the pet shops in the city. 


Hospital Staphylococci. J. E. Josephson and R. W. 
Butler. Canad. M. A. J. 77:567-575 (Sept. 15) 1957 
[Toronto]. 


A survey was made in a general hospital to de- 
termine the prevalence, bacteriophage type, and 
antibiotic resistance pattern of Micrococcus (Sta- 
phylococcus) pyogenes var. aureus in staff, patients, 
and hospital air. Altogether 440 coagulase-positive 
micrococci were isolated. They consisted of 245 
strains from symptomless nasal carriers, 141 strains 
from hospital air, and 56 strains from patients with 
Micrococcus infections within the hospital. All 440 
strains isolated were bacteriophage tvped and 
tested for sensitivity to 6 commonly emploved anti- 
biotics. Nasal carrier rates were determined for 
staff doctors, graduate nurses, student nurses, 
nursing assistants, inpatients, and outpatients. Ap- 
proximately 50% within each group were found to 
be carrying coagulase-positive micrococci in their 
anterior nares. First-vear student nurses entering 
training without ward exposure were found to have 
a carrier rate of 43%. This was lower than the rate 
in second-year and third-vear student nurses (52% 
and 53%). 

Micrococcic infection was diagnosed in 56 pa- 
tients within the hospital during the 9-month period 
of this investigation. Patients’ charts revealed that 
36 of the 56 were admitted to hospital with their 
infection, while 20 of the infections were classified 
as institutional. Results showed a marked difference 
in the strains isolated from admitted patients as 
compared with those isolated from institutional in- 
fections. Admitted strains showed a rather low 

of antibiotic resistance, and one-third were 
sensitive to all 6 antibiotics employed. Institutional 
strains were all resistant to 1 or more antibiotics, 
65% possessing resistance to 3 or more of the 6 
antibiotics used. The most resistant strains of co- 
agulase-positive micrococci found within the hos- 
pital were those isolated from the anterior nares of 
inpatients. In this group, 80% of the strains isolated 
were resistant to penicillin, 42% to streptomycin, 
46% to terramycin, 44% to aureomycin, and 2% to 
erythromycin. Strains isolated from the hospital air 
also possessed a high degree of resistance. 

Although 89% of the strains isolated from symp- 
tomless nasal carriers on the hospital staff were 
resistant to penicillin, resistance of these strains to 
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the 5 other antibiotic agents was relatively low. 
Bacteriophage typing results showed that strains 
of bacteriophage group 2, regardless of source, 
were generally quite sensitive. In contrast, the 
strains possessing marked resistance were lvsed by 
bacteriophages belonging to groups 1, 3, and mis- 
cellaneous. The “Canadian hospital” strain lvsed by 
bacteriophage type 81 was found to be well repre- 
sented in cases of infection. It was carried by a high 
percentage of inpatients as well as by a high per- 
centage of doctors and nurses and was also common 
among isolations made from the hospital air. Only 
a low percentage of student nurses and nursing 
assistants carried the twpe $1 strain. 


Gynecomastia in Hodgkin's Disease. J. Bichel. Dan- 
ish M. Bull. 4:157-158 (Aug.) 1957 (In English) 
[Copenhagen]. 


Gynecomastia is reported in 8 of 189 male pa- 
tients with Hodgkin's disease treated in the Anti- 
Cancer Center in Aarhus from 1936 to 1956, but it 
was not found in any of the male patients with 
chronic lymphatic leukemia treated during the same 
period. Gynecomastia is not mentioned in the litera- 
ture as a complication of Hodgkin's disease. The 
cause of the gynecomastia is not known, but the 
marked, often prolonged fluctuations in the activity 
of the disease and in the patient's general health 

may lead to conditions somewhat comparable to 
the so-called starvation-refeeding phenomenon ob- 
served in Japanese prisoner-of-war camps, where 
gynecomastia occurred when the nutritional state 
improved after the arrival of Red Cross supplies. 
An adequate diet for several weeks after protracted 
starvation stimulates the gonads to increased andro- 
genic and estrogenic function. The liver, impaired 
as a result of severe starvation, cannot activate any 
excess of estrogen produced and the resulting in- 
creased estrogen level causes a shift in the estrogen/ 
androgen ratio. The rudimentary ducts of the male 
breast respond with hyperplasia of the ducts and 


the periductal connective tissue. 


“Upper Infection” in Chronic Bronchitis. R. MI. 
Versteegh and J. Swierenga. Nederl.  tijdschr. 
geneesk. 101:1454-1437 (Aug. 3) 1957 (In Dutch) 
[Amsterdam]. 


The authors investigated the incidence and pos- 
sible importance of “upper infection” in 127 pa- 
tients with chronic bronchitis. Signs of allergy were 
observed in approximately SO0% of these patients. 
The slight therapeutic effects derived from adeno- 
tonsillectomy, which was performed in 28 children 
and 13 adults, indicate that chronic tonsillitis has 
no appreciable effect on chronic bronchitis. The 
results of submucous resection of the septum were 
equally poor with regard to chronic bronchitis; in 
50% of the patients the therapeutic effect was only 
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temporary, and in some the operation was followed 
by an exacerbation of the bronchial condition. 
Stereoscopic roentgenograms of the paranasal si- 
nuses were made in all of the patients, and explora- 
tory punctures were made on the maxillary sinuses 
that seemed involved. It became apparent by thus 
verifying the roentgenograms that roentgenoscopy 
permitted a correct diagnosis in only 53% of the pa- 
tients and that the diagnosis of maxillary sinusitis 
cannot be based only on the roentgenogram. 

The presence of maxillary sinusitis or nasal polyps 
could be demonstrated by examination or by history 
in only 16 of the patients (13%). This rather low 
percentage, with the fact that neither maxillary 
sinusitis nor polyps were found in any of the chil- 
dren, seems to suggest that these conditions cannot 
be important factors in the etiology of chronic 
bronchitis. Rhinitis and sinusitis should not be re- 
garded as sources of upper respiratory infection 
but rather as indicators of the condition of mucosa 
of the entire respiratory system. Active rhinologic 
treatment should be given these patients only on 
strictly rhinologic indications, and the treatment 
cannot be expected to exert a favorable therapeutic 
effect on chronic bronchitis. 


Comparison of Fat Intake of American Men and 
Women: Possible Relationship to Incidence of Clin- 
ical Coronary Artery Disease. M. Friedman and 
R. H. Rosenman. Circulation 16:339-347 (Sept.) 
1957 [New York]. 


Forty-six married women under 50 vears of age, 
free from overt cardiovascular disease, and belong- 
ing to an upper economic stratum agreed to record 
daily for 14 days their own and their husbands’ 
intake of all foods and beverages, both at regular 
mealtimes and otherwise. The dietary records thus 
compiled were submitted to 3 hospital dietitians 
who calculated from them the total daily intake of 
calories, as well as the daily fractions of protein, 
carbohydrate, and fat. No significant dissimilarities 
were found in the caloric or percentage fat intake 
of the sexes, when the tabulation was corrected for 
differences in body surface areas of men and wom- 
en. A critical review of various data on the relative 
immunity of American women to clinical coronary 
artery disease suggests that this immunity cannot 
be due entirely to some endocrine-induced protec- 
tion against the supposed atherogenic properties of 
a high-fat diet. A similar review was made of the 
data relating the high intake of fat to the increased 
incidence of this disease as observed in American 
men. It appeared that such a relationship is not 
only unproved but probably untenable. 

Differences found in the incidence of clinical 
coronary disease in various groups and races can- 
not be ascribed with certainty only to differences 
in the amount of fat ingested. Little attention has 
been paid to the striking fact that groups immune 
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to the disease invariably belong either to the lower 
socio-economic class of Western society or to groups 
not belonging to this society. Conversely, only 
middle and upper class Western men have this 
disease in abundance. The American executive dit- 
fers from persons in the immune groups in more 
than dietary respects. One of the outstanding dif- 
ferences is his exposure to rapidly increasing pro- 
found emotional stresses and tensions of society. 
If the socio-economic stress peculiar to and charac- 
teristic of the middle and upper class male of 
Western society is used as a standard of compari- 
son, perhaps a better correlation can be obtained 
between it and the increased incidence of coronary 
artery disease than between fat intake and the inci- 
dence of the disease. Measurement of fat intake is 
infinitely easier to make than a similar evaluation 
of socio-economic stress. Such difficulty, however. 
should not lead one to assume that the latter may 
not be an important factor. 


SURGERY 


Complementary Hormone Treatment of Cancer of 
the Breast: Five to Ten Year Results. A. Sicard. 
Presse méd. 65:1455-1457 (Sept. 14) 1957 (In French) 
[Paris]. 


Hormone treatment, the underlying principle of 
which is to suppress or neutralize ovarian secretion, 
appeared to the author to be the most logical of the 
complementary measures used in treating breast 
cancer because of the cancerogenic effect of follicu- 
lin in the rat and the mouse and because breast 
cancer has long been known to become increasingly 
active during pregancy and the postpartum period. 
These and other clinical findings led him to use 
hormone therapy in all the patients with breast 
cancer treated by him since 1946. The records of 
192 of these patients with a 10-year follow-up study 
show that 62% of those treated before the meno- 
pause and 64.5% of those treated after the meno- 
pause are either living or had a survival of 5 vears 
or more. Mastectomy was followed in every case 
by complementary hormone treatment. consisting 
either of surgical or radiotherapeutic castration or 
of the administration of male hormones, or both. 
Testosterone propionate was the preparation used 
in most cases. Signs of virilization were seen to a 
varving degree in almost all the patients, but when 
overdosage was avoided the treatment presented no 
other disadvantages. Treatment should be guided 
by reference to the vaginal cytology, which con- 
stitutes an excellent guide to the progress of the 
treatment and makes it possible to avoid excessive 
dosage and needless injections. 

The author's statistics show that a woman who 
has undergone mastectomy has a 20% better chance 
of surviving for more than 5 years if she receives 
regular postoperative androgen treatment. The 
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treatment does not prevent metastases but appar- 
ently prolongs the period of their latency. It must 
be started early in the first few days after the 
operation, and since it must be continued for a long 
time, if not indefinitely, the patient must be willing 
to accept prolonged regular supervision. 


Evaluation of Direct Surgical Relief of the Pul- 
monary Obstruction in Fallot’s Malformation. L. Kh. 
La Fleche, G. Gilbert and E. D. Gagnon. Canad. 
M.A. J. 77:559-564 (Sept. 15) 1957 [Toronto]. 


This report is based on 26 cases of Fallot’s mal- 
formation treated by direct surgical attack by the 
Brock-Glover method at the Montreal Institute of 
Cardiology. Seventeen patients, ranging in age from 
17 to 29 vears, had the tetralogy of pulmonary 
stenosis, interventricular septal detect, dextraposi- 
tion of the aorta, and hypertrophy of the right 
ventricle. In 8 of the 17 patients, the physical dis- 
ability was very marked, in 16, characteristic “squat- 
ting was a feature. Ten patients gave a history of 
episodes of anoxemia with loss of consciousness, the 
latter being the most severe complication of the 
tetralogy and one which can very well be fatal. 
The pentalogy is a tetralogy with the addition of 
an interatrial septal detect. Pentalogy existed in 7 
of the 26 patients. These patients ranged in age 
from 20 months to 16 years. They presented the 
same symptoms as did those with the tetralogy. 
However, in the majority the symptoms were some- 
what less severe, a fact which the authors believe 
to be explainable by the added interatrial detect. 
While 8 of the 17 patients with the tetralogy were 
considered severely afflicted, only 2 out of the 7 
with the pentalogy were so considered. 

The trilogy consists of pulmonary stenosis asso- 
ciated with an interatrial septal defect. The right 
ventricular hypertrophy is secondary and consti- 
tutes the third feature of the triad. The 2 patients 
with the trilogy were operated on. One was a 20- 
month-old girl, the other an S-yvear-old girl. These 
children presented with cyanosis, dyspnea, physical 
disability, and retarded development. Dyspnea is 
the most important symptom in cases of trilogy, 
“squatting” is usually absent. Whereas episodes of 
anoxemia are the main threat to life in cases of 
tetralogy and pentalogy. cardiac tailure is the most 
dangerous complication of the trilogy. Of the 26 
patients operated on, 17 patients showed a marked 
improvement and 1 patient showed only moderate 
improvement because of pulmonary complication. 
There were 8 deaths. Two of the deaths were con- 
sidered to be nonpreventable. Of the 6 preventable 
deaths, 3 resulted early in the surgical experience 
of these authors from overlooking infundibular 
crests, 1 of these being a double crest; 2 deaths re- 
sulted from oversolicitous endobronchial aspiration 
producing cerebral and myocardial anoxia and 
initiating vagovagal reflexes with subsequent car- 
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diac arrest; and 1 patient died from a pneumothorax 
on the right. All of the 18 patients who reerwve the 


operation were improved. 


Aneurysm of the Abdominal Aorta: The Prognosis 
of the Condition if Untreated. E. Shapiro. Califor- 
nia Med. 8$7:155-157 (Sept.) 1957 [San Francisco]. 


No one doubts the wisdom of surgical excision 
of an aneurysm 10 cm. in size in a vigorous man in 
his fifties or early sixties. However, with the general 
increase in longevity there is an increasing number 
of abdominal aortic aneurysms in older people. To 
discover what attitude should be taken concerning 
these lesions in patients 70 years of age and older, 
what the natural history of these aneurysms is and 
what happens to patients not given the benefit of 
elective surgical treatment, a study was made of the 
protocols of S7 patients who at autopsy were ob- 
served to have intact or ruptured arteriosclerotic 
aneurysms of the abdominal aorta. It was found 
that 38 had died from rupture of the aneurysm and 
49 had died of unrelated diseases, the aneurysm 
being intact postmortem. At each age group from 
50 to 85 vears, as many patients who had the lesion 
died from rupture of the aneurysm as from other 
causes. It was found that predisposing to rupture 
of the aneurysm was neither age nor hypertension, 
but the size of the aneurysm. Aneurysms less than 
6 cm. in diameter rarely rupture. A conservative 
stand of careful observation is justified in these 
patients. Growth of the aneurysm indicates a need 
for prompt surgical treatment. Aneurysms greater 
than 5 cm. in diameter in younger patients should 
be recommended for resection and graft. Older 
patients, especially *those with severe coronary, 
cerebral. or pedal atherosclerotic disease, should 
be watched carefully and warned about the seri- 
ousness of syncope and pain in the abdomen or 
back. Any abdominal aortic aneurysm, regardless 
of size, that causes symptoms merits immediate 
surgical treatment. 


Staphylococcal Empyema in Infancy. W. O. Barnett. 
Am. Surgeon. 23:715-719 (Aug.) 1957 [Baltimore]. 


The authors report 3 cases of empvema of the 
pleura caused by Micrococcus (Staphylococcus) 
pyogenes var. aureus in 2 baby boys and 1 baby 
girl, aged 3 weeks, 7 weeks, and 10 weeks respec- 
tively. The diagnosis was established by culture of 
the causative agent from pus removed from the 
pleural space in 2 patients and from a thin mem- 
brane which was removed from the surface of the 
lung in 1 patient. All 3 patients recovered. The 
clinical course of this condition is characterized by 
a sudden onset of fever, abdominal distention, diar- 
rhea, anorexia, listlessness, cough, and rapid respir- 
ation. Severe toxicity and sudden deterioration may 
be manifested by cyanosis, tachycardia, and pale- 
ness. Dyspnea, along with intensification of the 
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above-mentioned symptoms, usually denotes the 
development of pyopneumothorax. Dullness to 
percussion, with limited expansion of the involved 
hemithorax, may also be demonstrated. Radio- 
graphic examination of the chest is of immense 
value in diagnosis and management. The occurrence 
of spontaneous pneumothorax, pneumatocele, or the 
combination of diffuse empyema, rapidly changing 
parenchymal signs, and loculated empyema, points 
toward micrococcic empyema. Roentgenograms 
taken in the erect position are especially important 
in the early recognition of pyopneumothorax. The 
presence of air and fluid in the pleural cavity should 
invariably suggest a Micrococcus disease. The un- 
equivocal establishment of a positive diagnosis 
must await culture of the Micrococcus from the 
blood, pleural fluid, or lung. 

Culture of empyema fluid with sensitivity studies 
should be among the early measures taken to con- 
trol this infection. The current availability of many 
antibiotics of proved value in the treatment of 
resistant micrococcic strains, such as erythromycin 
and chloramphenicol, has markedly improved the 
patient's chances for recovery. Adequate mainte- 
nance of fluid and electrolyte balance is important. 
Oxygen therapy should be readily available, and 
transfusions of small amounts of whole blood are a 
valuable adjunct in treatment. Prompt thoracentesis 
may be a lifesaving measure in the presence of 
tension pneumothorax or pneumatocele. The early 
institution of closed intercostal drainage improves 
the prognosis and facilitates conv . Drain- 
age is greatly facilitated by the intrapleural instilla- 
tion of streptokinase-streptodornase (Varidase). 
Pulmonary decortication is seldom indicated in 
properly managed cases. 


The Surgical Treatment of Massive Cerebral Haem- 
orrhage: A of 33 Cases. D. A. Howell. Canad. 
M. A. J. 77:542-555 (Sept. 15) 1957 [Toronto]. 


The author reports on 35 patients with spon- 
taneous massive cerebral hemorrhage treated by 
evacuation or aspiration of the hematoma. The sur- 
gical mortality was 21% for the whole group, 5% in 
the nonhypertensive group of 19 patients, and 43% 
in the hypertensive group of 14 patients. Fourteen 
of the survivors remained well during the follow-up 
study, and their lives have not been seriously re- 
stricted. Seven others were unable to return to work. 
Epilepsy developed as a delayed complication in 
35% of the survivors. Evidence suggests that aspira- 
tion is more dangerous than craniotomy and evacu- 
ation of the hematoma, especially in hypertensive 
patients, and it is suspected that it is sometimes less 
effective. It is concluded that all patients with mas- 
sive cerebral hemorrhage without hypertension, as 
well as selected cases with arterial hypertension, 
should be treated surgically. Early operation is 
advocated, 
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Epidermoids of the Skull. O. Kleinsasser and H. Al- 
brecht. Arch. klin. Chir. 285:498-515 (No. 5) 1957 
(In German) [Berlin]. 


The authors report on 2 women, aged 21 and 28 
years, and 2 girls, aged 16 and 5 vears, with epider- 
moids of the skull who were operated on. More 
than 100 such cases were collected from the litera- 
ture; there was no predominance of sex, and one- 
third of the patients were in the 3rd decade of life 
when operated on. These reports show that para- 
osseous and intraosseous epidermoids do not occur 
as rarely as it has been assumed. Depending on the 
location of the sequestered epidermal germ cells 
from which epidermoids arise, one may distinguish 
3 types of epidermoids of the skull. Paraosseous 
external epidermoids arise from epidermal germ 
cells which have become displaced in the deepest 
lavers of the pericranium and between the peri- 
cranium and the external table respectively. Intra- 
osseous epidermoids arise from epidermal germinal 
cells which have become sequestered in the diploe 
or in the tables of the skull. Hour-glass epidermoids 
arise from epidermal germinal cells which extend 
in the shape of a tongue through the bone and deep 
below it and which have lost their connection with 
the skin. The osseous epidermoids are located pre- 
dominantly in the vault of the cranium and in the 
area of the supra-orbital region; they may involve 
the orbits and may be located in the temporal re- 
gion, central in the parietal bone, and paramedian 
in the tabular part of the occipital bone. Extradural 
osseous epidermoids of the petrous portion of the 
temporal bone are rare. 

The symptomatology depends on the localization 
and the size of the epidermoid and varies from pa- 
tient to patient. Neurological signs are observed in 
only a small number of patients. Signs of pressure 
on the brain frequently may escape notice even if 
large portions of the epidermoid are situated within 
the cranium, because of a slow increase in volume. 
Signs of irritation (aseptic meningitis) which may be 
associated with pial epidermoids never occur with 
epidermoids of the skull, since the dura protects 
the brain. A tentative diagnosis may be made by 
palpation of a fixed, mostly indolent, round mass of 
tense and elastic consistency, which occasionally 
fluctuates and is situated below freely movable. 
nonirritated skin. The diagnosis may be made with 
relative certainty from the roentgenographic ap- 
pearance of cavitary-like defects with sharp, slightly 
dense, thick margins. 


Superior-Mesenteric-Artery Embolectomy in the 
Treatment of Massive Mesenteric Infarction. R. S. 
Shaw and R. H. Rutledge. New England J. Med. 
257:595-598 (Sept. 26) 1957 [Boston]. 


Four patients with acute occlusion of the superior 
mesenteric artery arising from embolization were 


operated on at the Massachusetts General Hospital 
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during the past 5 vears. Two patients died because 
of irreversible necrosis of the intestine, despite the 
re-establishment of flow in the main artery. Another 
patient, who had emboli in all 4 extremities and the 
cerebral circulation, died shortly after operation 
despite successful embolectomies in the superior 
mesenteric and lower-extremity arteries. The case 
of the 4th patient, a 54-vear-old woman, who is be- 
lieved to be the first patient to survive after supe- 
rior-mesenteric-artery embolectomy, is reported in 
detail. Laparotomy was performed 25 hours after 
the onset of abdominal symptoms. The small in- 
testine was found to be bluish-gray from the liga- 
ment of Treitz through the terminal ileum. There 
were no pulsations in the small-intestine mesenteric 
arteries. The large intestine appeared completely 
normal, with pulsations present in its visible small 
arteries. There was only a small amount of pinkish 
fluid in the abdomen, and no other abnormalities 
were found. The transverse mesocolon was dissected 
free of the distal duodenum, and the superior 
mesenteric artery was isolated. The artery was 
opened just distal to an embolus 2 cm. wide in its 
proximal portion. The embolus was removed, with 
resultant excellent pulsatile flow from the aortic end 
but little back bleeding from the intestine. No clot 
was seen in the mesenteric artery distal to the 
arteriotomy. After closure of the arteriotomy and 
removal of controlling clamps, the intestine became 
pinker, pulses could be felt distally out into the 
first arcades, and the abdomen was closed. On the 
first postoperative day, there was increasing tender- 
ness in the lower abdomen and reexploration was 
done. Although distended and slightly edematous, 
the intestine was pink and showed no cyanotic 
areas. Pulsations were present throughout the first 
and second arcades but were only rarely found at 
the mesenteric edge of the intestine. Since all the 
intestine was viable, the abdomen was closed with- 
out further procedures. The patient was discharged 
on the 95th hospital day, when she was gaining 
weight, having 2 or 3 soft stools a day, and able to 
walk without assistance. 

Diagnosis of embolic occlusion of the superior 
mesenteric artery should be suspected and opera- 
tion indicated when severe, sudden pain in the 
middle part of the abdomen or back, guaiac-positive 
stools, leukocytosis, and scarcity of gas in the intes- 
tine on roentgenographic examination appear in a 
patient with atrial fibrillation, recent myocardial 
infarction, or previous arterial emboli. At operation 
on patients in whom embolic occlusion of the su- 
perior mesenteric artery is suspected, it is essential 
to note the presence or absence of pulsations in the 
main superior mesenteric artery rather than to rely 
on the color of the intestine for diagnosis. A proxi- 
mal thrombus is easily removed with a curved 
hemostat, and the proximal vessel controlled after 
good bleeding indicates that it is clear. The removal 
of a distal thrombus is more difficult, but it can be 


done best by milking back the tribularies toward 
the parent vessel between the thumb and fingers, 
which embrace the small-intestine mesentery. A 
second exploration 24 hours later is performed if 
the viability of the bowel is in doubt. Administra- 
tion of antibiotics is recommended to protect the 
injured intestine. Anticoagulants should be given to 
prevent further emboli. 


The Role of Adrenalectomy in Cancer of the Breast. 
S. Cade. Cancer 10:777-788 (July-Aug.) 1957 [Phila- 
delphial. 


Not all breast cancers are hormone-dependent, 
and not all the hormone-dependent ones necessarily 
remain so but can revert to a hormone-independent 
state. On these factors depends the success or failure 
of adrenalectomy in the individual patient. There 
are no definite means to distinguish the dependent 
from the independent breast tumor, although some 
advances have been made in this direction. An 
analysis is presented of 136 patients with dissemi- 
nated breast cancer, including 1 man, who were sub- 
jected to bilateral adrenalectomy and gonadectomy. 
Regression of skeletal, visceral, and cutaneous meta- 
static lesions and of the advanced primary mam- 
mary tumors was achieved in about 40% of the 
patients, including complete relief of pain and a 
return to a nearly normal life for patients previously 
severely handicapped and often bedridden. The 
length of survival varied from 6 months to 3 years 
in those who had hormone-dependent tumors. Most 
patients had been previously treated by surgery 
and radiotherapy, and nearly all had had some 
hormone treatment, mainly androgen administra- 
tion. In this series neither the histological type of 
the original breast cancer, the age of the patient, 
nor the stage of the disease could be correlated with 
the hormone dependence of the cancer. Suitability 
for adrenalectomy may sometimes be predicted by 
the aggravation of symptoms and signs after an- 
drogen or estrogen therapy, by the improvement 
after cortisone administration, and also by the effect 
of hormones on calcium excretion in patients with 
extensive osteolytic lesions. 

No other method of treatment, with the exception 
of hypophysectomy, has given similar results. Al- 
though the longest survival so far achieved is 3 
years, the expectation of life in most of the 136 pa- 
tients under review was only a few months. Bilateral 
adrenalectomy and gonadectomy should be under- 
taken in more patients and at an earlier stage. The 
operative mortality has steadily fallen, and the total 
number of operative deaths in the 136 patients was 
only 8. Among the last 50 patients operated on, 
there has been only 1 death. At the time of com- 
piling this report, 52 patients were alive for periods 
varying from 1 month to 3 years after operation and 
60 patients died after periods of postoperative sur- 
vival varying from 1 month to 3 years. 


Interposition 
of a Small Intestine Segment According to Long- 
mire’s Technique. F. Holle, G. Heinrich and H. G. 
Piekarski. Arch. klin. Chir. 285:516-532 (No. 5) 1957 
(In German) [Berlin]. 


Iron absorption studies which were performed in 
patients who had undergone Billroth 1 resection 
or subdiaphragmatic fundectomy showed that a 
masked or manifest iron deficiency hardly ever oc- 
curred in these patients. In contrast, a masked iron 
deficiency frequently developed in patients who 
had undergone Billroth 2 resection. An iron de- 
ficiency must always be expected in patients with 
total resection of the stomach. Iron therapy should, 
therefore, be instituted as soon as possible after a 
total gastrectomy. Iron administered orally can be 
absorbed in sufficient amounts by patients with 
total gastrectomy. Absorption of iron administered 
orally is particularly favorable in patients in whom 
the duodenal passage has been restored by inter- 
position of a segment of small intestine according 
to Longmire’s technique; in these patients an ab- 
sorption insufficiency, like that seen in patients 
already deficient in iron after Billroth 2 resection, 
was not observed. Administration of iron exclusively 
by mouth made possible saturation with iron in pa- 
tients after a total gastrectomy, provided that the 
therapy was practiced in a standard manner. 

Fat absorption studies were carried out in 10 
normal persons, 6 patients with Billroth 1 resection, 
5 with fundectomy, 6 with total resection and inter- 
position of a segment of small intestine, 9 with Bill- 
roth 2 resection, and 4 with esophagojej 
Loading with fat in an attempt to determine the 
course and the amount of absorption of fat revealed 
that the highest and most rapid absorption occurred 
in patients with Billroth 1 resection; almost as good 
were the results in patients with fundectomy. The 
patients with total resection according to Long- 
mire’s technique showed the same degree of ab- 
sorption within the same period of time as patients 
in the 2 previous groups, but after reaching the 
maximum level there was a rapid drop of serum 
lipids. The results of the fat-loading tests were less 
favorable in patients with Billroth 2 resection and 
still less in those with esophagojej . The 
principle of preservation of direct duodenal passage 
is of greatest importance for the postoperative func- 
tion. It has become the leading concept in modern 
gastrointestinal surgery, and its validity has been 
confirmed by the behavior of the absorption of iron 
and fat in patients reported on. The surgeon should 
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prefer the method of resection with preservation 
of the duodenal passage ig all cases in which he is 
free to choose the mm at surgical intervention. 


Vol. 166, No. | 


Present Status of the Surgical Treatment of Chronic 
Ulcerative Colitis. B. M. Black. Am. Surgeon. 
23:695-702 (Aug.) 1957 [Baltimore]. 


The author considers the formation of an ileac 
stoma and total proctocolectomy as the only proved 
surgical treatment of the usual type of chronic 
ulcerative colitis. With this procedure the risk of 
surgical treatment of ulcerative colitis is at present 
not materially greater than that of major colonic 
surgery for other conditions. The entire surgical 
procedure of ileostomy and total proctocolectomy 
may be completed at one time, that the 
patient is not unusually debilitated. Sixty patients 
were so treated at the Mavo Clinic between 1948 
and 1955 with 3 hospital deaths, none of which 
could be attributed directly to the magnitude of the 
procedure. This gratifying experience suggests that 
the 1-stage treatment is at present the procedure of 
choice. The success of the treatment depends en- 
tirely on the establishment of a satisfactory ileac 
stoma. Twenty-five (22%) of 113 patients with 
chronic ulcerative colitis who survived the immedi- 
ate postoperative period had major stomal com- 
plications, and a satisfactory stoma was not achieved 
in 14 (12%). While progress has been made by the 
creation of a long, skin-grafted ileac stoma in pre- 
venting complications arising in the ileum beyond 
the abdominal wall, those affecting the intestine 
within the abdomen and in the abdominal wall 
remain largely unpreventable. 

Because of the stoma and the complications asso- 
ciated with it, the surgical treatment of ulcerative 
colitis still is not satisfactory. Some broadening of 
the indications for surgical treatment seems reason- 
able. However, until the remaining difficulties as- 
sociated with the stoma can be prevented more 
certainly, surgical treatment should be limited 
largely to patients in whom such complications as 
perforation or massive hemorrhage, necessitating 
such treatment, have occurred. 


Choleriform Syndrome in Surgery of the Digestive 
Tract. Chalnot and Gille. Presse méd. 65:1433-1436 
(Sept. 7) 1957 (In French) [Paris]. 


The authors report on 20 patients with the cho- 
leriform syndrome as a postoperative complication 
after abdominal surgery. Six of the patients died, 
and 6 others were seriously ill, while the postopera- 
tive course of the remaining patients was compara- 
tively benign. Prodromal symptoms, such as a 
sudden drop in arterial pressure with simultaneous 
slight increase in pulse rate, meteorism, and a mild 
rise of temperature, occurred between the 3rd and 
the 6th postoperative day. I and 
a mild azotemia were present. The meteorism be- 

diarrhea 
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curred in rapid succession, suggesting an epidemic. 
Healthy carriers among the nursing personnel may 
have been responsible for the quick spread of the 
infection in the ward. Only repeated examinations 
of the feces revealed the pres of micrococci 
(staphylococci), while at the onset of the syndrome 
the intestinal flora might still be normal. 

Although the mechanism of the causation of this 
syndrome has not been fully elucidated, it seems 
certain that it is a toxic infection most often caused 
by an enterotoxigenic Micrococcus. This infection 
is severe, because it occurs in patients who have 
undergone abdominal operations and in whom the 
physiological condition of the digestive tract is 
disturbed, perhaps for a long period of time. The 
fasting of the patient is one of the factors which 
disturbs the equilibrium of the intestinal flora be- 
cause of the interruption of the supply of exogenous 
bacteria normally provided by alimentation. Con- 
tinued duodenal aspiration deprives the intestine of 
a large amount of bile which would have prevented 
the rapid multiplication of bacteria. The reduction 
of gastric acidity by vagotomy causes a suppression 
of the antiseptic action of the gastric juice. Intes- 
tinal atony also favors this multiplication of bac- 
teria. The introduction of antibiotics into the 
intestinal environment may increase the virulence 
of the micrococci by causing the disappearance of 
the portion of intestinal flora which is normally 
antagonistic to the micrococci. It should, however, 
be emphasized that the antibiotics play the role of 
only a contributory and not of an indispensable 
factor in the causation of the postoperative choleri- 
form syndrome, in contrast to the “medical” choleri- 
form syndrome which always follows antibiotic 
therapy. Surgical stress, in combination with all the 
other factors, should also be considered. 

Feeding of the patient operated on should be 
resumed as soon as possible. Continued duodenal 
aspiration should be avoided. Antibiotic therapy 
should be shortened and smaller doses should be 
used. At the onset of symptoms the anti- 
biotics previously used should be withdrawn and 
erythromycin should be given. Lactic ferments and 
preparations with a high yeast base should be given 
to accelerate the restoration of normal bacterial 
flora. The severe loss of water, proteins, and elec- 
trolytes must be replaced by transfusions. 


The Cluneal Nerve Syndrome: A Distinct Type of 
Low Back Pain. E. K. Strong and J. C. Davila. 
Indust. Med. 26:417-429 (Sept.) 1957 [Chicago]. 


During the war, one of the authors had become 
interested in the relationship of low back pain to 
the presence of tender subcutaneous fatty nodules, 

episacroiliac 


watery, odorless stools associated with vomiting lipomas or episacral fibrolipomas. Two soldiers with 
and often with cold sweat, muscular cramps, pros- disabling low back pain were relieved of symptoms 
tration, tachycardia, and headache. The cases oc- by excision of such fatty nodules. On the basis of a 


98 MEDICAL LITERATURE ABSTRACTS 


later observation of hundreds of patients with low 
back pain, the authors estimate that at least 5% of 
such patients will fulfill the criteria necessary for a 
diagnosis of cluneal nerve syndrome. They list data 
on 30 patients with the cluneal nerve syndrome. 
These sensory nerves supply the areas of trigger 
tenderness, and, regardless of etiology, therapy is 
directed at deafferentation or section of the nerves 
to the trigger. The various terms related to tender 
subcutaneous nodules have been abandoned, as the 
clinical picture of the svndrome may exist in the 
absence of such nodules. The trigger is related to 
the nerves, not to a nodule. Where a subcutaneous 
nodule exists the authors feel that its boundaries 
are not those of a fascial hernia, but of a pseudo- 
capsule of abnormally increased fascial and stromal 
fibrous connective tissue. When such a nodule is 
tender. | or more of the cluneal nerves has become 
enmeshed by this increased stroma. The nodules 
are coincidental to the increase in fibrous stroma 
and not otherwise causally related to the svndrome. 
Histological evidence of definite increase in stroma 
of the fat of the low back was not found in a suf- 
ficiently high percentage of cases to warrant abso- 
lute certainty that such fibrosis is part of the 
cluneal nerve syndrome. 

Attention is directed to the referred groin and 
lower extremity pain often coexistent with the low 
back pain. A tedious but simple operative procedure 
designed for the treatment of this form of back 
pain is outlined. Six of the 30 patients cited had 
bilateral. and 3 recurrent symptoms, so that 39 
operations were performed on the 30. patients. 
Twenty-eight patients had adequate follow-up 
treatment for 6 or more months following surgery. 
Of nonindustrial cases, 79% had excellent and 11% 
had good therapeutic results; and of industrial 
cases, 69% had excellent and 13% had good results. 
Temporary relief of back and leg pain is obtained 
by procaine injection of the trigger area. 


NEUROLOGY & PSYCHIATRY 


Tonsillectomy and the Risk of Poliomyelitis. P. Bar- 
sky and R. Lauer. Canad. M. A. |. 77:576-578 (Sept. 
15) 1957 [Toronto]. 


During 1955, a total of 2.571 cases of poliomve- 
litis was reported to the Manitoba Department of 
Health. The epidemic was unique because of the 
high incidence and severity of the forms of bulbar 
poliomyelitis. The present report is an analysis of 
the incidence of tonsillectomy among these patients. 
The present enquiry differs from previous ones in 
that the incidence of tonsillectomy in the various 
forms of poliomyelitis has been correlated with the 
incidence among an exposed control population in 
whom the disease did not develop. It was found that 
persons with bulbar and bulbospinal poliomyelitis 
are more likely to have had their tonsils removed 
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than those with the spinal or nonparalytic forms. 
The family contact controls of bulbar and bulbo- 
spinal types are also more likely to have had ton- 
sillectomy than the family contacts of the other 
groups. This suggests that there may be some un- 
derlying factor that determines both tonsillectomy 
and bulbar infection. There is a greater incidence 
of tonsillectomy in patients with all forms of polio- 
mvyelitis than in the family controls in whom the 
disease does not develop. When these patients are 
compared with the population exposed to polio- 
mvelitis but remaining free from the disease, it can 
be seen that there is a similar increase in the inci- 
dence of tonsillectomy among these controls. There 
may be some local condition of the pharynx which, 
on the one hand, is an indication for tonsillectomy 
and, on the other hand, makes a child more liable 
to bulbar poliomyelitis after the operation. 


The Effect of Prior Tonsillectomy on Incidence and 
Clinical Type of Acute Poliomyelitis. R. S. Paffen- 
barger Jr. Am. ]. Hyg. 66:131-150 (Sept.) 1957 [Balti- 
more]. 


The author reports on the tonsillectomy status of 
215 patients with poliomvelitis who contracted this 
disease in the course of an epidemic of tvpe 1 
poliomyelitis in Olmstead County, Minnesota, in 
1952 and of 155 patients with paralytic poliomveli- 
tis in whom the disease was caused by all 3 virus 
tvpes and which occurred in Washington, D. C.. 
during the endemic vear 1954. Findings were sim- 
ilar in the 2 areas, demonstrating reproducibility 
of the phenomena and adding confidence to the 
results. Larger proportions of patients with polio- 
mvelitis had undergone tonsillectomy at any time 
in the past than their familial or extrafamilial con- 
tacts or members of a survey population group 
selected at random from 1 area. Significant differ- 
ences persisted when corrections were made for 
factors known to influence the incidence of tonsil- 
lectomies, such as age, sex, and socioeconomic 
status. The greater number of cases among the 
population groups with tonsillectomies were con- 
centrated in patients with poliomvelitis whose in- 
itial paralytic symptoms were bulb er. The cases of 
most of these patients were characterized by paral- 
vsis resulting from damage to the nucleus am- 
biguus. Age, chronologic distribution of cases, and 
other provoking factors did not bias these findings, 
nor did the interval since, age at, or indications for 
tonsillectomy. 

These findings suggest that preceding tonsil- 
lectomy has been associated with an increased in- 
cidence of poliomyelitis, specifically with certain 
bulbar types of the disease, tonsillectomy being the 
supposed cause of the observed effects. Observa- 
tions from the Minnesota epidemic attached quan- 
titative significance to these findings in indicating 
that the ratio of age-adjusted attack rates of clin- 
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ically recognized poliomyelitis in tonsillectomized 
as compared to nontonsillectomized Ss was 
1.7, that this ratio for patients with initial bulbar 
paralysis was 7.5, that in 24 (14%) of the 169 pa- 
tients with paralytic poliomyelitis cases were esti- 
mated to have been due to tonsillectomy, and that 
4 of the 14 deaths represented an excess attributable 
to such surgical intervention. 

The reported observations fit each of 3 tenable 
concepts: (1) that tonsillectomy to polio- 
myelitis virus invasion by neural spread from the 
pharynx, (2) that tonsillectomy promotes readier 
penetrability of circulating virus, and (3) that this 
surgical procedure enhances susceptibility of nerve 
cells in the brain stem. Data on the tonsillectomy 
status of patients with St. Louis encephalitis, the 
pathogenesis of which may simulate that of polio- 
myelitis, were obtained from the epidemic of this 
disease in Hidalgo County, Texas, in 1954. It was 
found that the incidence of previous tonsillectomy 
was similar among patients with this disease and 
composite neighborhood control groups. 


Use of Miltown (! ) with Psychotic Pa- 
V. M. Pennington. Am. Psychiat. 114;257- 
260 (Sept.) 1957 [Baltimore]. 


Miltown (meprobamate) was 1 of 6 ataraxic drugs 
used in 1,250 patients with psychoses. Of this total, 
300 were treated with Miltown. Patients were 
chosen at random; some had improved or had been 
brought to remission on other ataraxic agents and 
had had a psychotic relapse on placebo, and some 
did not do well on the tranquilizing drug t 
were taking and were changed to treatment wi 
Miltown. Most of these patients had had electric 
or insulin shock therapy. Four had been lobot- 
omized. In the dosage range of 2 to 25 tablets of 
400 mg. each daily, the drug produced complete 
remission of symptoms in 3% of the patients, striking 
improvement in 35%, some improvement in an ad- 
ditional 46%, and no significant change in the re- 
maining 16%. Physical gains resulting from better 
sleeping habits and relaxation were made in about 
half the patients. Patients with paranoid schizo- 
phrenia appeared to derive greatest benefit from the 

g. Noisy, assaultive, delusional, hallucinated pa- 
tients were generally relieved of these symptoms, 
although psychological residuals usually remained. 

Psychological testing showed improvement in the 
Rorschach and Bender-Gestalt tests; 8 patients gave 
normal results in the tests after taking the drug. 
Most of the remainder showed increased ability to 
sublimate their abnormal drives and to get along 
in their environment. Thirty-three patients could be 
discharged from the hospital following Miltown 
treatment, and 27 were ready for release as soon 
as arrangements for family custody could be made. 
Retarded, blocked, hypoactive patients were not as 
markedly benefited as the hyperactive, noisy ones. 
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The safety of Miltown treatment and its almost 
complete lack of side-effects, except for hypoten- 
sion in high dosage, makes it an important addition 
to the armamentarium of the neuropsychiatrist. 


Serum 
ing the Paralytic Attack. 1. Gamstorp, M. Hauge, 
H. F. Helweg-Larsen and others. Am. J. Med. 
23:385-390 (Sept.) 1957 [New York]. 


The authors describe a familial disease character- 
ized mainly by intermittent attacks of paralysis of 
the extremities and the muscles of the trunk with 
symptom-free intervals, for which the term ady- 
namia episodica hereditaria has been coined. Two 
families were found with this disease. Both families 
were traced back to the south of Sweden, from 
where 1 branch of 1 of the families had moved to 
Denmark. Of the family who had remained in 
Sweden, 122 members were affected by the disease 
and of the other family 16 members were affected. 
Of the 138 patients, between the ages of 4 and 92 
vears, 73 were males and 65 were females. The dis- 
ease is inherited as a monohybrid, autosomal domi- 
nant with complete or almost complete penetrance. 
The age at onset of the disease was known in 108 
patients; it occurred before the age of 5 in 48 and 
before the age of 10 in 99. The youngest age of 
onset was 8 months, and the oldest, 31 years. These 
data show that the disorder usually makes its first 
appearance in childhood. 

In contrast to familial periodic paralysis, the 
serum potassium level increases during the attacks 
of paralysis, without any demonstrable decrease of 
the excretion of potassium in the urine. Attacks can 
be provoked by oral administration of 1 to 2.5 Gm. 
of potassium. Electrocardiographic changes, name- 
ly, higher and sharper T waves, and electromyo- 
graphic changes suggesting loss of active muscle 
fibers are demonstrable during attacks. The motor 
response to acetylcholine is increased during and 
between attacks. Premedication with dextrose in- 
hibits the provocative effect of potassium salts. Cal- 
cium administered intravenously during an attack 
promptly controls the symptoms. Adynamia epi- 
sodica hereditaria is undoubtedly a clinical entity. 
No other disease is known in which the serum po- 
tassium level increases spontaneously without de- 
creased excretion of potassium in the urine and 
without signs of widespread cellular destruction 
and in which oral administration of 1 to 2.5 Gm. of 
potassium is sufficient to precipitate paralysis with 
elevation of the serum potassium. The spontaneous 
increase in serum potassium is probably due to 
excessive leakage of potassium from the cells. The 
beneficial effect of dextrose administration before 
an otherwise provocative dose of potassium favors 


this concept. 


Adynamia Episodica Hereditaria: A Disease Clin- 
ically Resembling Familial Periodic Paralysis but 


GYNECOLOGY & OBSTETRICS 


Irradiation Castration: A Follow-up Study of Re- 
sults in Benign Pelvic Disease. R. W. Stander. Obst. 
& Gynec. 10;:223-229 (Sept.) 1957 [New York]. 


Seven hundred thirty-five of 964 women with 
benign pelvic disorders, who received external ir- 
radiation or to whom radium was applied in 1 or 
more capsules in an intrauterine tandem between 
1932 and 1946. were followed up for from 10 to 24 
vears. The average age of the patients at the time 
of therapy was 45.2 vears. Abnormal bleeding was 
the presenting symptom in 684 patients (95.1%). 
Abnormal bleeding was not present in the remain- 
ing 51 patients (6.9%). but irradiation was deemed 
advisable for various indications, including fibroids. 
endometriosis, stenosis of the cervix after conization. 
dysmenorrhea, and severe leukorrhea. External ir- 
radiation was favored, although occasionally both 
intrauterine radium and external irradiation were 
used in an individual patient when the initial treat- 
ment failed to produce the desired results. Gener- 
ally, a total dose of 625 r in the region of the 
ovaries was used when castration was desired, and 
a total dose of less than 625 r to the ovaries was 
used when temporary cessation of menses was de- 
sired. Total exposures of 1,200 to 2,000 mg. hours 
were employed. 

Gynecologic cancers occurred in 19 (2.6%) of the 
735 patients. One of the 19 patients had cancer of 
the vulva, 4 had cancer of the ovary, and 14 had 
neoplasms of the body of the uterus; 15 of the 14 
had endometrial carcinoma, and 1 had sarcoma. 
Cervical carcinoma was completely absent. While 
most pelvic malignancies in these patients occurred 
with the same frequency expected in a normal 
population, notable exceptions were seen in car- 
cinoma of the cervix and endometrium. Thorough 
treatment of lesions of the cervix, generally con- 
sidered benign, may be prophylactic against sub- 
sequent carcinoma of the cervix. Fourteen patients 
had corpus neoplasms, whereas only 4.3 were ex- 
pected to have these. Thus the observed incidence 
was 3.3 times the normal expected incidence. In the 
face of no increased incidence of malignancies of 
the ovary, cervix, rectum, bladder, and vagina after 
irradiation for benign gynecologic conditions, it 
does not appear logical that irradiation per se 
should be held responsible for subsequently occur- 
ring carcinoma of the endometrium. This increased 
incidence seems to be related to factors involved 
in the abnormal bleeding for which the patients 
were irradiated rather than to irradiation itself. 
The incidence of certain endocrine and constitu- 
tional abnormalities, such as obesity, diabetes mel- 
litus, hypertension, and nulliparity was suggestively 
higher among those patients with abnormal bleed- 
ing in whom eventually endometrial carcinoma de- 
veloped. 
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A retrospective survey of the microscopic appear- 
ance of the endometrium was carried out by re- 


evaluating the original slides of the 15 patients in 
whom eventually endometrial cancer occurred and 
comparing them to a random sampling from the 
patients who had abnormal bleeding but no sub- 
sequent neoplasia. No significant histological char- 
acteristic was found in the endometrium of these 
13 patients that would set them apart from those 
sampled at random. Although subsequent endome- 
trial carcinoma appears to be more frequent in 
patients with abnormal bleeding due to benign con- 
ditions, no specific characteristic of the benign en- 
dometrium allows one to predict in which patients 
carcinoma of the endometrium will eventually oc- 
cur. The reported observations suggest that irradia- 
tion given for the purpose of castration is not 
carcinogenic in the pelvic structures. 


Rupture of Follicular and Corpus Luteum Cysts 
with Intra-Abdominal Hemorrhages. D. Moe. 
Tidsskr. norske legefor. 77:693-696 (Aug. 15) 1957 
(In Norwegian) [Oslo]. 


Intra-abdominal hemorrhages due to rupture of 
follicular or corpus luteum cysts lead to many mis- 
taken diagnoses. The possibility of ruptured ovarian 
cyst should be considered in women of child-bear- 
ing age with lower abdominal pain at the time of 
ovulation or in the second half of the menstrual 
cvcle. The diagnosis is seldom made preoperatively. 
The usual diagnoses are acute appendicitis, rup- 
tured extrauterine pregnancy. and salpingitis. The 
average age of 6 patients reported on with ruptured 
follicular cyst, all unmarried, was 21; of 4 patients 
with rupture of corpus luteum cyst, all married, it 
was 32. Intrauterine pregnancy was established in 
1 case at operation, spontaneous uncomplicated de- 
livery occurred later at term. In most cases there 
was a slight rise in temperature; the average pulse 
frequency was 91. With 1 exception the blood 
pressure was normal. The cases with rupture of 
corpus luteum cyst are described in detail. 


Primary Surgical Treatment of Endometrial Car- 
cinoma. C. T. Beecham. Obst. & Gynec. 10:230-232 
(Sept.) 1957 [New York]. 


Fifty-one of 94 patients with carcinoma of the 
body of the uterus (endometrial carcinoma) were 
given primary surgical treatment, 15 were treated 
by irradiation only because of their precarious 
physical condition from a wide variety of diseases 
including cardiovascular disease, and the remaining 
28 whose uterine cavity measured more than 10 cm. 
from the external os to the fundus were given ir- 
radiation followed by surgical treatment. Thus 
radical surgery was emploved as the primary ther- 
apeutic step in 53.6% of the treated patients. Forty- 
five (88.2%) of the 51 patients survived, but only 
30 were eligible for a 5-year study. Twenty-five of 
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the 30 patients survived, giving an 83.3% five-year 
salvage. The over-all 5-year salvage for the 94 
treated patients, regardless of therapy used, was 
51.5%. Complications due to surgical intervention 
in the primary operative group were neither serious 
nor common. Urinary tract infection occurred in 8 
patients, and thrombophlebitis, postoperative pneu- 
monia, and a superficial wound infection in 1 each. 
The treatment of endometrial cancer must be in- 
dividualized. Primary surgical treatment for early 
cancer of the endometrium seems to be an indicated 
procedure. The hysterectomy should be radical to 
the extent that the paracervical tissue to the lateral 
walls, a major share of the uterosacral ligaments, 
and the superior 3 to 4 cm. of the vagina be re- 
moved with the specimen. A_ bilateral salpingo- 
vy must also be done. A low transverse 
incision, which includes a division of the rectus 
muscles, facilitates the operation, particularly in 
obese women. 


The Cervical-Mucus Smear During Pregnancy and 
the Fate of J. C. Ullery and E. H. 
Shabanah. Obst. & Gynec. 10:235-239 (Sept.) 1957 
[New York]. 


Cervical smears were obtained from 95 pregnant 
women between the ages of 20 and 43 vears; 66% 
of the patients were multiparas, and 34% were 
primiparas. Eighty-five per cent were in the early 
stage of pregnancy, and the remaining 15% were 
between the 12th and 15th weeks of gestation. The 
women reported regularly once a month until the 
28th week of pregnancy, then every 2 weeks until 
the 36th week, then weekly, unless pregnancy was 
terminated at an earlier date. Cervical smears were 
taken at each visit up to the 37th week of gestation. 

The patients were divided into 4 subclinical 
groups according to the pattern of salt arborization, 
which was easily observed in their cervical smears 
when the low-power lens of the microscope was 
moved to a higher level than that used for the 
cellular and organic material. Group 1 consisted 
of patients who showed arborization in their smears 
in varying amounts all through pregnancy in addi- 
tion to plentiful exfoliation and mucoid material. 
This group constituted 10% of those seen in early 
pregnancy. They were delivered normally at term. 
Group 2 consisted of patients who showed a similar 
pattern in their smears in early pregnancy or before 
the 12th to Mth weeks. Their smears then became 
negative up to midpregnancy, but again became 
positive with abundant exfoliation and mucoid ma- 
terial all through the latter half of pregnancy. This 
group constituted 15% of the patients seen in early 
pregnancy, and all reached term. Group 3 con- 
sisted of patients who showed no arborization in 
their smears during the first half of pregnancy, but 
whose smears became positive in the latter half of 
pregnancy, again with abundant exfoliation and 
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mucoid material. This group constituted 10% of the 
patients, and all reached term. Group 4 consisted 
of patients whose smears became positive at any 
time in the pregnancy with minimum exfoliation 
and minimum mucoid material. This group consti- 
tuted 6.6% of all the patients, and they aborted 
between the 15th and 24th weeks of gestation. 

The presence of a fern pattern in the cervical 
smear during pregnancy does not necessarily mean 
placental insufficiency. Most pregnant patients (S9 
of the 95 reported on) who show the fern pattern 
in their cervical smears carry their pregnancies to 
term, provided they reflect in their smears plentiful 
amounts of turbid mucoid material and exfoliated 
cells, which are manifestations of an efficient pro- 
gestational activity. These patients constitute 3 sub- 
clinical groups according to the time of appearance 
and the duration of the fern pattern in their smears. 
The pattern of arborization which favors abortion 
is clear and is always associated with a fairly clear 
matrix or very little mucoid material, low cell count, 
and a distinct pattern of stripped nuclei (plas- 
molysis). Patients who show such a reaction are a 
minority (7 of the 95) and constitute the 4th sub- 
clinical group. The change of pattern in the 
sequential cervical smears is a guide to the effi- 
ciency of progestational therapy. In a_ patient 
threatened with abortion, taking of a cervical smear 
may be contraindicated and the nasal smear may be 
a useful substitute when the examiner is trained 
in reading such a smear. 


PEDIATRICS 
Aneurysmal Dilatation of the | Aortic Sinuses in 
Marfan’s Syndrome: Angi hic and Car- 


diac Catheterization Studies in Identical Twins. 
1. Steinberg, J. L. Mangiardi and W. J. Noble. Cir- 
culation 16:368-375 (Sept.) 1957 [New York]. 


The authors report on identical female twins, 
aged 2 years, both well developed and well nour- 
ished, who were admitted to hospital because of a 
systolic murmur heard along the left side of the 
sternum at the 4th interspace. Only mildly dolicho- 
cephalic skulls, slightly arched palate, and some- 
what long, thin fingers were present. There was no 
history of disturbance of vision. Angiocardiography 
revealed aneurysmal dilatation of the aortic sinus 
and left ventricular enlargement. Knowledge of the 
association of aortic sinus aneurysm and arachno- 
dactyly (Marfan’s syndrome) led to an ophthalmic 
examination, which revealed the presence of typical 
bilateral dislocated lenses and myopia and estab- 
lished the diagnosis of arachnodactyly. Catheteriza- 
tion of the right side of the heart gave normal 
results in both twins. A patent foramen ovale in 1 
twin permitted pressure determinations in the left 
atrium and ventricle. These revealed an absent left 


atrial systolic pressure peak, a normal mean pres- 
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sure, and a narrow atrial pulse pressure, which ex- 
cluded significant mitral insufficiency. Aortic 
valvular stenosis was also excluded by the left ven- 
tricular pressure reading of 69.3/3.3 mm. Hg. 

These findings suggest that left ventricular en- 
largement may be caused by endocardial or sub- 
endocardial (myxomatous) involvement of the left 
ventricle, not an uncommon observation in autopsy 
reports of arachnodactyly. The discovery of aortic 
sinus dilatations very early in life also indicates that 
medial degeneration of the aortic sinuses occurs 
early and does not develop in response to aortic 
stress. Not enough time has elapsed to evaluate the 
prognostic significance of aneurysmal dilatation of 
the aortic sinuses in arachnodactyly. In contrast to 
the situation in adults with arachnodactyly who 
often, at a glance, show the classical features of the 
disease, diagnosis of arachnodactyly in infants and 
children is apparently more subtle. The discovery 
of the aortic sinus dilatations was an important 
factor in establishing this diagnosis. 


Ventricular Septal Defects in the Infant Age Group. 
S. C. Zacharioudakis, K. Terplan and E. C. Lam- 
bert. Circulation 16:374-383 (Sept.) 1957 [New 
York}. 


The authors analyze the cases of 23 infants in 
whom uncomplicated ventricular septal defects 
were revealed by autopsy. These studies were 
drawn from autopsies performed on 288 children 
with major cardiac malformations in the course of 
20 years at a children’s hospital. All of the deaths 
occurred during the first 15 months of life; 20 in- 
fants died during the first 6 months, and most of 
these died during the first 3 months. Hemodynamic 
data obtained by cardiac catheterization in 6 of 
these infants revealed a large left-to-right shunt 
and pronounced right ventricular and pulmonary 
artery hypertension in all. The shunt appeared at 
the atrial as well as the ventricular level in 3 pa- 
tients. The systolic pressure in the right ventricle 
was equivalent to the pressure in the systemic artery 
in 5 patients. There was a wide variability in elec- 
trocardiographic findings with respect to evidence 
of ventricular hypertrophy. Patterns of right, left, 
and combined ventricular hypertrophy were found 
without apparent correlation to the clinical, hemo- 
dynamic, or postmortem findings. 

No apparent relationship was observed between 
the size of the defect or its location on the septum 
and the clinical manifestations or age at death. In 
4 patients, the hearts had small defects less than 
half the diameter of the aortic orifice. Distinct 
medial hypertrophy of the small pulmonary arteries 
was present in 12 patients; in 6, no significant 
changes were seen. These observations have a direct 
bearing on the surgical approach to ventricular 
septal defects in infants. The high incidence of earty 
death necessitates surgical intervention in the first 
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few months of life, if a significant reduction in the 
fatality rate is to be achieved. Even in infants who 
survive the early months of life, pulmonary vascular 
changes are commencing that may well preclude 
surgical intervention at a later date. The surgeon 
must be familiar with the range of anatomic varia- 
tions associated with ventricular septal defects in 
infants. He is expected to cope with a wide range 
in the size of the lesions, multiple defects, and 
unusual locations of the defects in the septum. 


Chest in Children with Heart 
Disease. G. M. Maxwell. Am. Heart J. 54:368-375 
(Sept.) 1957 [St. Louis]. 


The study of chest deformities in a group of chil- 
dren with congenital heart diseases revealed that no 
sulci are found during the first vear of life unless 
respiratory infection or obstruction is present. 
Marked Harrison's sulci occur in the presence of 
respiratory obstruction. Apparent “apical” bulging 
may be seen in such conditions as infantile bron- 
chiolitis; this condition is usually reversible after 
the acute episode is over. A similar picture is seen 
in asthmatic children; this is more likely to become 
permanent because of frequent attacks of bronchial 
spasm. The chest deformity of pancreatic fibrosis 
was seen in 1 patient who presented no cardio- 
megaly, in 1 with tetralogy of Fallot, and in 1 with 
left-to-right shunt. These 3 patients suffered fre- 
quent respiratory infections. 

“Pigeon-breast” was observed in a series of pa- 
tients with congenital heart disease. No evidence of 
healed rickets was found at roentgenologic exam- 
ination in a 20-year-old boy with a patent ductus, 
gross cardiomegaly, and frequent respiratory in- 
fections. No radiologic or biochemical evidence of 
rickets was present in a child with transposition. 
This child had frequent respiratory infections; his 
vitamin D intake was adequate. A patient with 
bronchiectasis and pulmonary failure with a high 
functional residual capacity presented a normal 
heart size at roentgenologic examination. Clinical 
or radiologic evidence of rickets was absent and the 
vitamin D intake was normal. Respiratory infection 
was found to be a factor in some patients with 
“pigeon-breast.” Rickets did not cause the grooves. 


Toxoplasmosis of the Newborn and its Prophylaxsis. 
M. Lelong. Semaine hép. Paris 33:2924-2927 (Aug. 
10-14) 1957 (In French) [Paris]. 


Toxoplasmic infection in France is far more fre- 
quent than is generally known. The disease is 
endemic, and it affects at least 50% of the popula- 
tion between the ages of 15 and 40 years. The in- 
fection in adults is usually latent and benign, but 
when it occurs in pregnant women it may cause in 
the fetus an extremely grave disease, which can be 
seen at every stage and every degree of its develop- 
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ment. Consequently, in addition to the encepha- 
lopathic sequels following elimination of — the 
organisms, the newborn may present acute and 
subacute forms of a hepatosplenomegalic type, with 
or without jaundice, progressive denutrition, cuta- 
neous eruptions, or acute encephalitis and cho- 
rioretinitis. Laboratory tests now make it possible 
to establish an unquestionable diagnosis; these are, 
besides the direct isolation of the parasites in the 
cerebrospinal fluid or in the muscles by inoculation 
in mice, the dye test of Sabin and Feldman and the 
ment-fixation reaction. More than the posi- 
tivity of the reactions, it is their levels, and espe- 
cially the increasing, stationary or descending 
course of the levels, which supply information on 
the progress of the disease. 

The detection of toxoplasmosis is of primary im- 
portance in the pregnant woman. Although the 
diagnosis may be difficult, it can be made from the 
clinical symptoms (unexplained fever, headache, 
exanthema, mononucleosis, and enlargement of the 
lymph nodes), and from serologic tests. Diagnosis 
is all the more important because the disease can 
be effectively treated now that sulfamerazine and 
pyrimethamine (Malocide) are available. 


Long-Continued Adrenal Hormone Therapy in 
Childhood Nephrosis. C. F. Piel and G. F. Williams. 
J. Am. M. Women’s A. 12:273-279 (Sept.) 1957 [New 
York]. 


This report deals with 22 children with nephrosis, 
the majority of whom were between 2 and 4 years of 
age. The schedule of steroid therapy varied some- 
what from child to child, but generally each child 
received 1 mg. per pound of body weight of a 
steroid daily, usually prednisone or corticotropin 
(ACTH) gel, until diuresis occurred and the urine 
remained tree of protein for 1 week. Maintenance 
therapy, consisting of the same dosage of steroid 
for 3 consecutive days of each week, was then 
started. The maintenance dose was gradually re- 
duced to approximately 20 mg. daily for the 3 con- 
secutive days weekly and continued at this low 
dosage schedule for 1 vear after cessation of pro- 
teinuria. Potassium and antibiotics were given only 
when indicated. The appearance of protein in the 
urine without associated weight gain was not con- 
sidered a relapse. Proteinuria of this sort usually 
occurred in association with infection and disap- 
peared when the infection was controlled. 

Nineteen of the 22 children were treated within 
7 months of the onset; 3 were treated vears after 
the initial episode. Thirteen responded promptly to 
steroids. Nine required daily large doses of steroids 
for many weeks and months before cessation of 
proteinuria. Four have been without medication for 
1 to 6 months and free of proteinuria for 3 to 14 
months. Ten of these 22 patients have had only 1 
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edematous episode. Long-continued steroid therapy 
offers a means of controlling the signs and symp- 
toms of nephrosis. Whether or not the rate of 
mortality is changed awaits reports on a greater 
number of patients followed for a longer period of 
time. 


THERAPEUTICS 


Indications and Limitations of Prednisone Therapy 
in Infectious Diseases: A Clinical Study. G. Quat- 
trocchi and G. Russo. Riforma med. 71:945-956 
(Aug. 24) 1957 (In Italian) [Naples]. 


The authors report on 40 patients with various 
infectious diseases treated with prednisone com- 
bined with antibiotics. The patients did not respond 
to previous treatment with antibiotics alone. Pred- 
nisone therapy was instituted with a daily dose of 
20 to 30 mg. and was continued with a reduced 
daily dose of 5 to 10 mg. for 30 days. The results 
were satisfactory in 36 patients, 20 with typhus, 3 
with brucellosis, 6 with acute rheumatic disease, 
2 with hepatic disease, 1 with subphrenic abscess 
of bacterial origin, 1 with atypical pneumonia, | 
with tuberculous meningitis, and 3 with viral 
encephalitis. Prednisone therapy failed in 3 pa- 
tients, 1 with generalized sepsis associated with 
hemolytic anemia of Lederer-Brill type, 1 with 
ulcerative colitis, and 1 with viral encephalitis. 
Only in 1 patient was it necessary to discontinue 
the prednisone therapy because of the peculiar 
course of the infectious disease. 

The data suggest that prednisone is effective in 
various types of infectious diseases; the tempera- 
ture is restored to normal, toxic and allergic symp- 
toms improve or subside completely, and there is 
improvement in the general condition. No signifi- 
cant side-effects have been noted. The authors 
recommend the use of prednisone combined with 
antibiotics. Small doses should be given for short 
periods to patients with chronic infections. Predni- 
sone therapy is contraindicated in patients having 
conditions with spontaneous tendency to perfora- 
tion. 


Fluoride Dentifrice and Stomatitis. T. E. Douglas. 
Northwest Med. 56:1037-1039 (Sept.) 1957 [Seattle, 
Washington}. 


The author observed an increasing incidence of 
stomatitis over a period of 15 months. One basic 
underlying factor was evident, namely, that prac- 
tically all of the patients were using dental powder 
or cream which contained a fluoride. In a group 
of 133 patients, ranging in age from 3'2 to 92 years, 
as many as 6 members of 1 family using a dentifrice 
containing fluoride were treated for stomatitis. Con- 
trolled studies were made on 32 patients, who 
alternately used dentifrices containing fluorides 
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and dentifrices free from fluorides. One patient 
was subjected to 4 such courses, the others to 3 or 
less. Each time a patient commenced using the 
dentifrice containing fluoride, it took less time to 
acquire more severe lesions than it had the previous 
time; also, each instance of stomatitis became more 
difficult to clear than the previous one. 

The lesions produced by the fluoride dentifrices 
could not be differentiated from other common 
oral processes. They were usually shallow, super- 
ficially ulcerated areas which tended to have a 
whitish exudate on the surface and surrounding 
areas. The worst and the earliest lesions com- 
menced on the buccal mucosa opposite the teeth, 
that is, in those areas which come in contact with 
the teeth; however, similar ulcerations were ob- 
served on other oral structures, and prolonged use 
of the dentifrices was sometimes followed by gen- 
eral involvement of the entire oral and pharyngeal 
regions. The treatment of early lesions requires 
only change to a dentifrice that does not contain 
a fluoride. Painting with a 10 to 20% silver nitrate 
solution is especially favorable in the more ad- 
vanced lesions. Simple mouth washes to change 
the pH level of the oral or pharyngeal cavities or 
both also proved of value. Cessation of smoking 
during the course of therapy proved helpful. 


Experiences with Ambulatory Standardization and 
Maintenance Treatment with D860 of 758 Patients 
with Diabetes Mellitus. K. Schéffling, E. F. Pfeiffer, 
G. Treser and others. Deutsche med. Wehnschr. 
§2:1515-1518 (Sept. 6) 1957 (In German) [Stuttgart, 
Germany]. 


The authors report on 758 patients with diabetes 
mellitus in whom an attempt was made at the first 
medical clinic of the University of Frankfurt on 
Main, Germany, to standardize treatment with 
N-(4-methyl-benzenesulfonyl)-N’-butyl-urea (D860). 
Six hundred eighty-five patients (904%) were 
treated ambulatorily and 73 patients (9.6%) were 
hospitalized. Permanent control of the diabetes was 
obtained in 590 patients (77.8%). Treatment with 
the DS60 tablets failed in the course of the first 
4 weeks of treatment in 62 patients (8.1%); these 
patients were not suitable for the oral treatment 
and were classified as primary failure. Undesirable 
side-effects, including allergic-toxic reactions and 
cutaneous or gastrointestinal manifestations in 12 
patients, or associated diseases, including tuber- 
culosis in 1 patient and acute hepatitis in another, 
made the withdrawal of the drug necessary in 14 
patients (1.9%), but the metabolism of these pa- 
tients had not been adversely affected. Fifty-nine 
patients (7.8%) were classified as secondary failure, 
metabolic decompensation occurred within 3 to 12 
months after standardization with D860, and that 
without dietetic error, infection, or associated dis- 
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ease. The condition in 14 patients (1.9%) was con- 
trolled satisfactorily with dietary measures 

after temporary treatment with D860. Combined 
treatment with insulin and D860 proved effective 
in 19 patients (2.5%) in whom the average hormone 
requirement was reduced from 55.5 units to 43.5 
units. Contrary to the opinion of other workers, 
the authors are convinced that diabetes can also 
be standardized ambulatorily with an orally admin- 
istered antidiabetic drug, provided that adequate 
facilities for the control of the metabolism are 
available and the criteria for standardization are 
strictly observed. 


Experiences with 2-Year Treatment with Rastinon. 
I. Seidler, W. Endres, R. Seus and others. Deutsche 
med. Wehnschr. $2:1518-1524 (Sept. 6) 1957 (In 
German) [Stuttgart, Germany]. 


Rastinon, a proprietary preparation of N-(4- 
methyl-benzenesulfonyl)-N’-butyl-urea (D860), was 
given to 630 patients with diabetes mellitus. Of 
these, 550 patients were treated with Rastinon 
alone and 80 were given a combined treatment 
with Rastinon and insulin. Of the 550 patients, 505 
were over 50 years of age and in only 20 patients 
had the diabetes become manifest before the age 
of 40 years. Two hundred twenty-eight patients 
had been treated previously with insulin, and 322 
patients had been treated with dietary measures 
alone which had failed. First, a carbohydrate- 
restricted diet, with an average of 168 Gm. per 
day, was given a trial in all 550 patients; Rastinon 
therapy then was instituted if a favorable condition 
of metabolism could not be obtained with the 
restricted diet. The patients who had received 
insulin previously were given reduced doses of 
insulin until glycosuria and increased glycemia 
occurred. Insulin then was withdrawn for 24 hours; 
Rastinon was not given a trial in those patients in 
whom metabolic decompensation increased during 
this period. This was classified primary failure. 
Decompensation with acidosis occurred within the 
24 hours in several patients of advanced age with 
a low insulin requirement of 20 units per day. This 
suggests that oral therapy cannot be substituted 
for insulin therapy in all diabetic patients of ad- 
vanced age with low insulin requirement. 

Results obtained with Rastinon were satisfactory 
in 480 patients in whom very good or good meta- 
bolic compensation was obtained with 1.5 Gm. 
(3 tablets of 0.5 Gm.) and less of the drug. The 
remaining 70 patients required 2-3 Gm. (4-6 tablets 
of 0.5 Gm. each). In some of the latter the smallest 
maintenance dose has not yet been reached, and 
the condition of the remaining patients has been 
moderately or only poorly controlled. A few pa- 
tients required additional treatment with 20 units 
of a repository insulin preparation for 1 to 3 
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20 patients. Dietary errors were responsible in 3 
patients, infections in 4, and hyperthyroidism in 
2. Twenty-four patients died in the course of 
Rastinon treatment, but in none of them was death 
connected with the treatment. A mild urticaria 
was observed in 2 patients. Mild gastric disturb- 
ances occurred in a few patients. Hypoglycemic 
attacks were rare; definite symptoms of shock were 
observed in only 3 patients. 

Oral therapy is suitable for patients of advanced 
age only with moderate insulin requirements; for 
them, great relief is provided by this therapy. By 
substituting Rastinon for insulin it appeared that 
in many of these patients the amount of insulin 
could be reduced frequently to half of that given 
previously without causing deterioration in the 
metabolism. This suggests hyperinsulinization in 
many of these patients. The associated increased 
risk of hypoglycemia could be highly unfavor- 
able in patients with extensive vascular 
Rastinon has few undesirable side-effects. Its ad- 
ministration is not associated with changes in the 
blood picture. Prolonged Rastinon therapy is 
feasible in patients with leukopenia without un- 
toward reactions. Excellent control of diabetes 
with Rastinon was obtained in several patients with 
cirrhosis of the liver. Impairment of the liver did 
not occur in any of the patients treated with 
Rastinon. Jaundice is not an absolute contraindica- 
tion to Rastinon therapy. Patients with nephro- 
sclerosis should not be given oral therapy, and 
insulin therapy should be substituted for oral treat- 
ment in pregnant women. Hypoglycemic attacks 
may be expected particularly at the start of oral 
therapy. Permanent success depends on exact super- 
vision and strict dietary observance. 


The Mechanism of Action of the Hypoglycemic 
Sulfonamides: A Concept Based on Investigations 
in Animals and in Man. A. Loubatieres. Diabetes. 
6:408-417 (Sept.-Oct.) 1957 [New York]. 


Therapeutic trials were made of thiadiazole de- 
rivatives and the sulfonylureas in 160 patients with 
diabetes mellitus. Sulfaisopropyl thiadiazole (2254 
RP) and sulfaisobutyl thiadiazole (2256 RP) ap- 
peared to be less active than either carbutamide 
or tolbutamide, but sulfatertiarybutyl thiadiazole 
(2259 RP) proved to be at least as active and well 
tolerated as any of the sulfonylureas. The patients 
were divided into 3 groups, depending on their 


and were over 45 years of age. These patients 

ted the diabetic state well but needed insulin 
because of glycosuria and complications. In this 
group the sulfonamides generally could be sub- 
stituted for 20 to 30 units of insulin, and sometimes 
for insulin doses up to 70 units. The diabetic state 
was improved, and trophic, cutaneous, and vascular 
complications were controlled temporarily. After 
discontinuation of sulfonamide therapy, the com- 
plications at the same time as the 
glycosuria. A second therapeutic trial resulted in 
another remission. It was possible to operate on 
diabetic patients who were treated with sulfona- 
mides alone. The diet was restricted to 150 Gm. of 
carbohydrates per day. The patients in this first 
group corresponded clinically to those with a pan- 
creas containing many beta cells and an insulin 
content about 50% of normal. All such patients have 
a local deficiency of insulin in their pancreas. but 
their intracellular insulin appears to be diiscult 
to mobilize. This phenomenon could be interpreted 
as a state of paresis of the beta cells. 

The second group consisted of patients who were 
not benefited by the therapy. These were mainly 
young persons, but some older diabetic patients 
were also included. Insulin treatment was neces- 
sary because ketosis had appeared when insulin 
was withdrawn. The pancreas of these patients 
contained few intact beta cells, and the insulin 
content was close to 10% of normal. The blood of 
the patients contained little. if any, detectable 
insulin. Sulfonamide therapy actually intensified 
the diabetic state in some of these patients. Remis- 
sions resulted from the sulfonamide treatment in 
some young patients, but these were rare instances. 
The third group was composed of patients who 
were partially benefited by the treatment. It was 
possible to reduce the dose of insulin but not to 
eliminate insulin treatment completely. This partial 
benefit may be the result of moderate liberation of 
endogenous insulin, the combined action of the 
2 drugs, or, perhaps, new formation of cell ele- 
ments in the pancreas. 

The following reservations should be made con- 
cerning sulfonamide therapy for diabetes mellitus. 
Decompensation and weakening of the beta-cell 
system may occur with prolonged treatment, but 
with judicious administration of the drugs and 
good clinical indications they may occur only 
rarely. The hypoglycemic sulfonamides as a chem- 
ical group are probably not devoid of toxicity. They 
may produce sensitization; they may accumulate 
in various organs or tissues; and some enzymatic 
systems may be blocked in the course of the pro- 
longed administration of the drugs. The conditions 
of some patients originally sensitive to their action 
may later become refractory, but this occurs only 
in extremely rare cases. 
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months. Oral therapy had to be discontinued and 
insulin therapy substituted in only 20 patients, 
whose average age was 60 years. The cause of the 
secondary failure could not be found in 11 of the 
response to sulfonamide therapy. The first group 
was composed of patients who responded favor- 
ably to the sulfonamide regimen. The patients in 
this group were in general of the lipoplethoric 
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The Treatment of Burns. By Curtis P. Artz, M.D., F.A.C.S., 
Associate Professor of Surgery, University of Mississippi 
Medical Center, Jackson, and Eric Reiss, M.D... American 
Cancer Society Scholar and Instructor in Medicine, Wash- 
ington University School of Medicine, St. Louis. Cloth. $7.50. 
Pp. 250, with 199 illustrations, [drawings] by Burr Bush, 
W. B. Saunders Company, 218 W. Washington Sq., Phila- 
delphia 5; 7 Grape St.. Shaftesbury Ave., London, W.C.2, 
England, 1957. 


This monograph, which consists of 12 chapters on 
various aspects of the burn problem, is the best 
volume so far published on this subject. The fol- 
lowing chapters are outstanding: (1) The Scope 
of the Burn Problem, (2) General Immediate 
Care, (3) Initial Replacement Therapy, (4) Initial 
Local Care, (5) Problem of Infection, (6) Meta- 
bolic Response and Nutrition, (7) Practical De- 
tails in Burn Therapy, (8) Complications of Burns 
and Burn Therapy, and (9) Management of Burns 
in Disaster. The authors call attention to the fact 
that in 1954 there were 6,800 deaths from burns in 
the United States. Although about 70,000 burned 
patients are hospitalized each vear, no injury is 
treated less expertly by the medical profession at 
large than a burn. The authors recognize that, 
despite differences in detail, a number of methods 
of management have vielded good results. The 
control of infection is becoming an increasingly 
difficult problem in the therapy of burns. The 
authors discuss its prevention and treatment. Prob- 
lems of first aid and the appraisal of the seriousness 
of the burn injury are covered in a simple but 
thorough fashion. The illustrations and charts are 
the best that have even been published on this 
subject. The immediate problems of the burned 
patient and the problems of repair, including the 
use of skin grafts, have been considered thoroughly. 
The metabolic response and the nutritive state of 
the patient has never been covered as well as it is 
in this volume. At the end of each chapter there is 
a brief but excellent bibliography. The papers to 
be included in the bibliography were selected with 
great care. The final chapter on the treatment of 
burns in disaster should be read by everyone. This 
volume should be in the hands of every practitioner 
of medicine. 


Fundamentals of General Surgery. By John Armes Gius. 
M.D., D.Se., F.A.C.S., Professor of Surgery, College of 
Medicine, State University of lowa, lowa City. Cloth. $12.50. 
Pp. 720, with 151 illustrations. Year Book Publishers, Inc., 
200 E. Illinois St., Chicago 11, 1957. 


The author has provided an easily readable and 
comprehensive textbook. Facts are presented in a 
clear, concise manner, and theories are labeled as 
These hook reviews have been “by competent authorities 
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theories. The entire field of surgery is well covered, 
except for that of the lungs and heart. The discus- 
sion of vascular surgery labels this book as up-to- 
date, but more material on chest surgery than is 
included in the final chapter, which concerns chest 
injuries, would be useful. A few remarks concern- 
ing what can be accomplished in cardiac operations 
would also be useful to the undergraduate. The 
chapters on surgical conditions of the biliary tract. 
liver, pancreas, spleen, and thyroid are excellent. 
This book is evidently intended as a textbook to 
be followed by classes in school and as such can 
be recommended highly. It is sufficiently detailed, 
particularly in the chapters on preoperative and 
postoperative care of the patient. It should prove 
useful to residents and interns and should therefore 
be in every hospital library. 


The Student-Physician: Introductory Studies in the Sociol- 
ogy of Medical Edited by Robert K. Merton, 


George G. Reader, M.D., and Patricia L.. Kendall. Contribu- 
tors: Renée C. Fox, and others. Report from Bureau of Ap- 
plied Social Research, Columbia University, New York. 
Cloth. $5. Pp. 360, with 12 illustrations. Published for Com- 
monwealth Fund by Harvard University Press, Cambridge 
38, Mass.; Oxford University Press, Amen House, Warwick 
Sq., London, E.C.4, England, 1957. 


This volume represents a pioneer study of the 
sociological and psychological factors inherent in 
the development of physicians. The first part is 
devoted to a presentation of the theoretical and 
historical context of studies, including a discussion 
of some preliminaries to a sociology of medical 
education during which the acquisition of appro- 
priate attitudes and values is as central as the 
acquisition of knowledge and skills to training for 
the provision of satisfactory medical care. The 
origin, plan, aims, philosophy, and methods of the 
Cornell Comprehensive Care and Teaching Pro- 
gram as an on-going experiment is presented in 
detail. Part 2 deals with career decisions and cov- 
ers such topics as the decision to study medicine, 
some comparisons of entrants to medical and law 
school and tendencies toward specialization in 
medical training. This section is particularly in- 
teresting, and in all three of the areas discussed it 
supports concepts generally accepted. Part 3 deals 
with the processes of attitudinal learning, an area 
of increasing interest and concern to medical edu- 
cators. The development of a professional self- 
image, preferences for types of patients, and 
training for uncertainty constitute the three areas 
effectively covered in this section. Part 4 has to 
do with two studies of the Cornell Comprehensive 
Care and Teaching Program and points out how 
this program has been used as an effective research 
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resource. It describes how changes in the program 
were brought about because faculty members were 
motivated to think in terms of its possible improve- 
ment, and it had been conceived from the outsct 
so that such readjustments could be effectively 
undertaken. This section also portrays the range of 
patient contacts in the Comprehensive Care and 
Teaching Program, demonstrating the wide range 
of experience and activity afforded to participating 
students. An interesting and valuable appendix in- 
cludes a terminological note on socialization, re- 
search in progress, a note on significance tests, and 
the questionnaire on attitudes and experiences of 
medical students. 

This volume deserves careful reading on the 
part of those interested in higher education in gen- 
eral and should specifically be reviewed by medical 
educators end members of the profession who 
would like answers to such questions as the follow- 
ing: When do students decide to study medicine, 
and by whom are they influenced in making their 
decisions? When and why do they decide to 
specialize in a_ particular branch of medicine? 
What is the attitude of students toward their future 
careers? When and how do they begin to think of 
themselves as doctors? What types of patients do 
various kinds of students vrefer? When and how 
does the young physician become adjusted to the 
lack of certainty in medicine? 


Lehrbuch der Anatomie. Von Anton Haf- 
ferl, o. Professor der Anatomie und Vorstand des Anatom- 
ischen Instituts der Universitat Graz. Mit den Pariser und 
Jenaer Nomina anatomica. Second edition. Cloth. 86 marks. 
Pp. 937. with 664 illustrations. Springer-Verlag, Reichpiet- 
schufer 20, (1) Berlin W. 35 ( West-Berlin); Neuenheimer 
Landstrasse 24, Heidelberg; Gottingen, Germany, 1957. 


The second editicn of this well-established text- 
book on topographical anatemy follows the same 
format and method of presentation as the first. 
The numerous cross-sections and s>gittal sections 
amplify the text. Where diagrams have been used, 
enough color has been added to increase the im- 
pression of depth. The author, although primarily 
an anatomist, attempts to present important anato- 
mic details so thit they resemble the organs as 
seen at the operating table. An example of this is 
the depictien of the gall bladder and the biliary 
passages. In this section an exact description of the 
relationship of the infundibulum of the gall bladder 
to the cystic duct is portrayed. The art work is 
excellent, and, wherever possible, a three-dimen- 
sional impression has been created, A minor criti- 
cism could be made concerning fig. 183, which 
represents the deep cervical fascia. It would have 
been better to have shown the attachment of the 
pretracheal layer to the lateral border of each 
thyroid lobe. The picture herein presented fails 
to show this attachment and thereby produces the 
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concept of a single surgical cleavage plane which 
in reality does not exist. This minor flaw in no way 
detracts from the value of this book, which can be 
recommended to anyone interested in topographic 
anatomy, particularly if he has a reading knowledge 
of German. 


Therapeutic Exercises for the Treatment of the Neuro- 
Disabled: A Text for Corrective Therapists and 
Corrective Physical Educators. By Harold J. Brenner, MLS., 
Assistant Chief, Corrective Therapy, Supervisor of Neuro- 
logical Service, Veterans Administration Hospital, Sepulveda, 
Calif. Cloth. $3.50. Pp. 73, with illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, 24-25 Broad St., Ov- 
ford, England: Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1957. 


In the preface to this book, the author recognizes 
that neurological treatment depends on the efforts 
of a medical team under the leadership of a phy- 
sician. This short treatise is presented for the edu- 
cation of the corrective therapist only and is not for 
other members of the team. The introductory 
chapter is a short history of the development of 
physical rehabilitation. Included also are discus- 
sions of therapeutic exercises and ambulation, con- 
sisting of short definitions and applications. The 
remaining chapters deal with specific neurological 
entities, with historical accounts, a clinical resume, 
and short bits of advice for the corrective therapist. 
This book is not for the physician, and he may have 
difficulty secing how it could have much use even 
tor the corrective therapist. It is short, inaccurate, 
and conveys little, if any, new information. 


Surgical Technique and Principles of Operative Surgery. 
By A. V. Partipilo, M.D., F.A.C.S., Clinical Professor of Sur- 
gery, Stritch School of Medicine of Loyola University, Chi- 
cago. Foreword by Alton Ochsner, F.ALC.S., William 
Henderson Professor and Director of Department of Surgery, 
Tulane University School of Medicine, New Orleans. Sixth 
edition. Cloth. $20. Pp. 966, with 1235 illustrations, original 
illustrations by W. C. Shepard and Hooker Goodwin. Lea & 
Febiger, 600 S. Washington Sq., Philadelphia 6, 1957. 


This sixth edition has been thoroughly revised. 
Its 18 contributors were curefully selected. They 
record their thoughts in an accurate, concise, prac- 
tical, and logical manner. Skillful editing has con- 
tributed to a uniformity seldom found where there 
wre so many collaborators. The format is pleasing. 
Of the Sl chapters, 38 are new, and of these, 9 
deal with cardiac operations, 9 with thoracic sur- 
gery, and 3 with the principles of anesthesiology. 
The illustrations are well chosen. A_ series. of 
questions follow each chapter; these serve to sum- 
marize the pertinent surgical principles presented. 
The bibliography is well chosen and _ relatively 
complete. This edition is a distinct contribution to 
the medical literature. It should be of particular 
value to the undergraduate, resident, and intern, 
as well as to the clinical surgeon. 


Jan. 4, 1958 


QUESTIONS AND ANSWERS 


LOWERING SERUM CHOLESTEROL LEVEL 

To tHe Evrron:—The cause of atherosclerosis and 
its relationship to hypercholesterolemia is un- 
certain; however, in view of the considerable 
amount of published literature on the desirability 
of lowering the serum cholesterol level, it would 
seem that this should be done with a minimum 
of, or no, side-cflects. Experience with dictary 
control has been most frustrating. Are there any 
agents available that would accomplish this and 
allow for full patient cooperation? Please elab- 
orate on the efficacy of the Tweens (polysorbate 
80) alone and in compounds? 


Philip 1. Burack, M.D., New Rochelle, N.Y. 


Answen.—A review of the therapeutic measures 
available for regulation of cholesterol metabolism 
indicates many possible approaches. Some are (1) 
low-fat (and some say low-cholesterol ) diet, (2) the 
use of unsaturated fatty acids in the amount of 30% 
of total caloric intake, and (3) polysorbate S0- 
choline-inositol complex. Therapy with polysorbate 
80-choline-inositol complex is practical and allows 
for full patient cooperation in thet there are no 
marked dietary restrictions. Whether this method 
of control of disordered cholesterol metabolism in 
humans will influence the development of athero- 
sclerosis remains to be seen. With regard to the 
efficacy of the Tweens, Kellner and his associates 
demonstrated an inhibition of the deposition of cho- 
lesterol in the walls of the arteries of hypercholes- 
terolemic rabbits. The use of Tweens alone ( with- 
out choline and inositol) in hypercholesterolemic 
humans has failed to demonstrate anv effect on the 
serum cholesterol levels. 


ALLERGY AND CRABMEAT 


To tHe Eprror:—A 21)-year-old man in good health 
suffered severe anaphylactic shock following in- 
gestion of cooked crab meat for the first time in 
his life. He recovered and was discharged from 
the hospital without incident in 72 hours. Would 
a second ingestion of crab meat produce a similar 
episode? M.D... Texas. 


Answer.—From the wav this information is 
stated, it may be assumed that the severe anaphy- 
lactic shock resulted from ingesting crab meat. It 
would be unnecessarily hazardous to expose this 

The amewers here published have been prepared by competent an- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
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person to another dose of crab meat, as such a 
reaction a few weeks after the previous one might 
be even more severe. Hf other foods were consumed 
in the same meal as the crab, these should be 
omitted completely for four to ten days and then 
returned one at a time in isolated test feedings: the 
eflects should be observed. Uf such individual food 
tests are negative or associated with relatively mild 
svmptoms, sensitivity to crab may be assumed 
without running the hazard of further testing with 
crab meat by ingestion. 


APHAKIC EYE 


To me Eprron:—How do the peripheral visual 
fields of aphakic eyes, which are otherwise normal 
and corrected with ophthalmic lenses, compare 
with those of normal emmetropic eyes? In both, 
the visual fields are to be examined with a 3-mm. 
white target the same distance from the eyes. 
If there is any difference in the fields, is it on 
account of the change in the nodal distances of 
the lenses? Also, what would the differences be 
in the number of degrees? In aphakia is there an 
actual or relative contraction of the fields, and 
how would it affect the visual efficiency when 
compared with the normal? Why is a 6-mm. tar- 
get recommended for aphakic eyes? When the 
term “gun-barrel vision” is used in reference to 
concentric contraction of the peripheral visual 
fields, is it used to mean concentric contraction 
in general, or does it refer to any specific number 
of degrees? 

Joseph Bogan, M.D... Hyattsville, Md. 


Axswen.—An aphakic eve which is otherwise nor- 
mal and corrected with glasses will have a central 
visual field diminished about 10 degrees as com- 
pared to that of a normal emmetropic eve in a 
voung adult. Peripheral visual fields as measured 
with a standard perimeter with a 3-mm. white tar- 
get would be diminished more than 10 degrees, 
because the target should be perceived outside the 
limits of the spectacle lenses—in which position it 
would cast a very blurred image on the retina. Even 
inside the limits of the spectacle lens, but toward 
the edge, there is spherical aberration and astigma- 
tism which blurs the image but would not interfere 
seriously with a 3-mm. or larger white target. This 
diminution of field would not be present in an 
aphakic eye corrected by a contact lens. 

Most of the diminution is due to the fact that a 
strong plus lens is prismatic except through the 
exact center, Toward the edge, the prism power 
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in aphakia is about 10 degrees. A myope taking a 
minus lens of the same power would have a visual 
field about 10 degrees larger than normal for the 
same prismatic reason. If the principal planes of 
the correcting lens could be superimposed on the 
principal planes of the cornea and lens, there would 
be no change in field. This is approximately accom- 
plished with a contact lens. 

The visual efficiency is diminished in aphakia, 
but an individual will almost always compensate 
and adapt safely to the condition and is capable otf 
driving an automobile. In answer to the question, 
“Why is a 6-mm. target recommended in aphakic 
eves?”, a l-mm. target would be inadequate with- 
out glasses; the optical system is quite different, 
and a 6-mm. target—to be visible at all—is required. 
Incidentally, without glasses and with a 6-mm. 
target, the visual field of the aphakic eve and the 
blind spot are each one-third larger than normal. 

By “gun-barrel” vision is meant an absolute loss 
of visual field except within a few degrees of the 
fixation line. Such a person may read 20/20 test 
tvpe, distant and near, but be unable to move 
about in a strange room or cross the street. 


RETINAL DETACHMENT 

To tHe Eprron:—A woman, aged 70, in excellent 
physical condition, has had bilateral spontaneous 
retinal detachments with several operations on 
both eyes, the last approximately 4 or 5 years 
ago. One eye is completely blind; the other has 
a remnant of sight, chiefly the ability to distin- 
guish light and darkness and occasionally the 
hazy perception of objects in intense light. The 
patient was informed that this remnant of vision 
is fast disappearing and it is proposed to perform 
a last and final operation on this eye to attempt 
reattachment and at the same time to inject vitre- 
ous from a donor eye with the object of holding 
the reattachment through the increase in vitreous 
pressure. What is the present status of this oper- 
ation, including the vitreous implant, and is it 
indicated to subject this patient to this operation 
under the above conditions? 


Louis B. Dunn, M.D... New York. 


Anxswer.—It is highly improbable that this un- 
fortunate patient will benefit by further surgery for 
retinal detachment in her remaining eve. The time 
interval of four or five years since her last operation 
and the existence of the detachment for longer than 
this period precludes against a successful outcome. 
Since her vision is limited “chiefly to the ability to 
distinguish light and darkness” following her last 
operation, it is essential to know if the retina is still 
detached. If so, it is conceivable that an anatomic 
reattachment of the retina may be obtained by a 
scleral buckling with a circular polyethelene tube 
implant after the technique proposed by Schepens 
(Tr. Am, Acad. Ophth. 56:398, 1952) or by further 
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diathermy procedures together with a vitreous im- 
plant as described by Shafer (Trans. Am. Acad. 
Ophth. 61:194, 1957). With the later procedure, 
good results were produced in 45% of the cases 
previously operated on unsuccessfully; however, 
anatomic reapposition of the retina does not assure 
visual improvement, and it is doubtful that the 
visual acuity can be improved by further surgery. 


DIABETES AND STEROID MEDICATION 
To tHe Eprror:—A 65-year-old woman has suffered 
from severe rheumatoid arthritis for about 12 
years with progression of the disease until she 
was started on steroid hormone therapy about 
three years ago. She has been taking 15 to 20 mg. 
of prednisolone daily for almost two years. Al- 
though confined to a wheel chair because of con- 
tractions and deformities, she has felt fairly well, 
has maintained her weight, had a good appetite, 
and in general has been much better than when 
taking massive doses of salicylates without the 
steroid hormone. However, she has developed 
moderate moon facies; slight hirsutism; a marked- 
ly elevated blood sugar level, with only slight 
pedal edema; no acidosis; and no hypertension. 
About a year ago, when glycosuria was first 
noted, prednisolone therapy was discontinued 
for a few weeks and the glycosuria disappeared, 
but the patient felt so much worse she soon re- 
sumed the medication. During a recent attempt 
to reduce and to stop the prednisolone therapy, 
she became so much worse, with pain, anorexia, 
and mental confusion, that it appears that dia- 
betes is the lesser evil. Is this type diabetes the 
same in its effect on the patient as that “natu- 
rally” occurring in the older people? Should in- 
sulin be given to try to maintain normoglycemia 
or merely to control or prevent acidosis and 
maintain weight? Are there any data on the use of 
the oral antidiabetic preparations in this situa- 


tion? John R. Ledbetter, M.D., Rogersville, Ala. 


Answer.—Prednisolone and other similar corti- 
costeroids do not cause diabetes; however, these 
substances may produce diabetes in “latent” dia- 
betic patients. The diabetes associated with corti- 
costeroid therapy is clinically the same except that 
the glycosuria is often more prominent due to the 
decreased renal threshold, and the hyperglycemia 
is frequently higher as a result of the antagonism 
of the corticosteroids to insulin. A patient who has 
diabetes or who develops diabetes while receiving 
prednisolone or corticosteroid therapy is managed 
and controlled in the conventional manner. If the 
hyperglycemia is very pronounced, insulin should 
be used prior to instituting oral therapy for dia- 
betes. Oral antidiabetic preparations are currently 
being used effectively in mild to moderate cases of 
diabetes where the patient is being treated with 

or corticosteroids. 
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RADIOLOGIC WORK AND LEUKOPENIA 

To tHe Eprror:—Some radiology departments do 
not consider it wise to employ a person with a 
white blood cell count below 5,000 per 100 cc. 
A physician has a white blood cell count which 
has ranged from 3,500 to 5,000 for at least the 
last 10 years, with neutrophils comprising about 
50% of the count. He is 33 years old and plans 
to enter a radiology residency. Please discuss 
the possibilities of encountering deleterious ef- 
fects from exposure to the amount of radiation 
which the usual radiologist encounters. 


Robie T. Childers Jr., M.D., Massillon, Ohio. 


Answer.—Much more should be known about 
this individual than is known at t before a 
satisfactory answer can be given. First of all, exactly 
what is the bone marrow picture in the individual 
concerned? If he has a hypoplastic bone marrow, 
this would point against letting him add further 
insult to an already damaged hematopoietic system 
by exposure to irradiation. If, on the other hand, 
he has a hyperplastic or perfectly normal bone 
marrow, it could be suspected that his low-grade 
leukopenia represents some kind of an allergic 
blood picture of no great consequence or some 
kind of mild hypersplenia, which might require 
further investigation but which, in either event, 
would probably not be affected by moderate over- 
expusure to irradiation. It seems foolish to try to 
lay down general rules to cover all subjects of this 
sort, and this consultant would oppose a general 
prohibition against all slightly leukopenic individ- 
uals becoming engaged in radiologic work. On the 
other hand, individuals showing anemia, leuko- 
penia, or thrombopenia deserve very careful inves- 
tigation no matter what their work is, and those 
who are obviously in the category of aplastic or 
hypoplastic marrow situations should probably not 
engage in radiologic work. The same remarks apply 
to abnormal leukocytosis in reverse direction (i. e. 
the problem of leukemogenic effects ). 


CONSANGUINEOUS MARRIAGE 

AND HEREDITY 

To tue Eprror:—After a young woman had become 
pregnant, her husband was led to believe that he 
was the child of an older brother and sister. He 
appears normal in every way. His wife now fears 
that their unborn child will be abnormal, either 
physically or mentally. Please advise on the possi- 
bility of this occurring. The wife is of no known 
blood relationship to her hubsand. 

M.D., Pennsylvania. 

Answer.—If the husband's ancestors have been 

healthy, physically and mentally, for at least three 

generations, there should be no particular reason for 
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concern, from a biological point of view. Brother- 
sister matings have been practiced by various peo- 
ples, or at least by their ruling classes. Thus, among 
the Pharaohs of Egypt in the 18th dynasty, there 
was an almost unbroken record of such matings for 
nine generations, with no observable bad results. 
A thousand vears later the Ptolemies adopted the 
same practice, and Cleopatra VII, mistress of Julius 
Caesar and Mare Antony, was the product of six 
generations of brother-sister marriages. She was 
certainly not lacking in health or intelligence. In 
consanguineous marriages, even in this extremely 
close degree, the characteristics of the offspring are 
influenced by the traits in their ancestry, not by the 
fact of kinship. 


CHOLESTEROL EXCRETION 

To tHe Eprron:—In what form and amount is 
cholesterol excreted by the liver through the 
common bile duct, and is there much individual 
variation between individuals. Have there been 
studies on patients, after cholecystectomy, with 
T-tubes in the common duct to see if there is 
any influence on excretion of cholesterol by diet, 
sex hormones, or adrenal hormones? Have there 
been studies to determine if the lowering of 
blood cholesterol levels by feeding unsaturated 
fats is caused by increased excretion, increased 
metabolism, or deposition in tissues? 

John B. Neal, M.D., Jacksonville, Fla. 


Answer.—Little information is available about 
the quantitative aspects of cholesterol excretion in 
the bile of humans. It seems that cholesterol is ex- 
creted in the bile entirely in the free form. How- 
ever, in animals, at least, the quantities of bile 
cholesterol are believed to be very small compared 
to those excreted across the intestinal mucosa. 
Furthermore, the quantity of bile acids (which are 
end products of cholesterol metabolism) is great- 
er than the quantity of cholesterol in the bile. There 
is some evidence from animal studies that diet can 
influence the quantities of bile acids excreted into 
the common duct and the quantities present in the 
feces. An interesting study conducted by groups 
from the Sloan-Kettering and Rockefeller Institutes 
indicates that the drops of serum cholesterol levels 
associated in humans with the feeding of fats rich 
in polyunsaturated fatty acids result in greater 
fecal excretion of cholesterol and cholesterol me- 
tabolites. Other studies suggest that the lowering of 
serum cholesterol levels by feeding of polyunsatu- 
rated fats to monkeys does not result in greater depo- 
sition of cholesterol in tissues. The regression of 
well-established aortic lesions (rich in lipid and 
fibrous tissue ) is apparently extremely slow in these 
monkeys, however. 
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ALTERATION OF TOOTH COLOR 

To tHe Eprror:—A 15-year-old boy has noticed an 
alteration in the color of his teeth from the nor- 
mal grey to a white, beginning at the base or 
gingival margin and extending about one-third 
the longitudinal distance of the tooth in an irreg- 
ular line surrounding the entire circumference of 
the tooth. The patient has some dental caries, but 
dental examination showed no other abnormali- 
ties. The patient is in apparent good health. There 
are some longitudinal striations or grooves in the 
fingernails which should be mentioned as the 
only other abnormal physical finding. Is this con- 
dition due to congenital or metabolic causes or 
local conditions of the teeth? 


Albert F. Stratton Jr.. M.D., Cocoa, Fla. 
Answer.—According to the description of the 


lesions mentioned in the query, it is extremely un- 
likely that they are of congenital or metabolic ori- 
gin. This opinion is based on the zones of involve- 
ment which are similar on teeth which develop at 
widely differing periods of time. The changes de- 
scribed more likelv result from local environmental 
changes. They may be related to incorrect or in- 
adequate oral hygiene measures which have re- 
sulted in slight decalcification (but not true dental 
caries) of the cervical areas of the teeth. This 
change mav be observed even before variations in 
the hardness of the enamel can be detected. Em- 
phasis should be directed towards discovering pos- 
sible local factors. If the changes are those sus- 
pected from the short description, the topical 
application of sodium fluoride by the dentist ac- 
cording to a standardized technique may be helpful. 


TREATMENT OF FRACTURE 

OF NECK OF FEMUR 

To tHe Eprron:—It has been the practice of some 
orthopedic surgeons to treat fractures of the neck 
of the femur in mentally sick institutionalized 
senile patients (aged 65 and over) with Smith- 
Peterson nailing, without applying a postoperative 
cast, and to allow no weight bearing up to six 
months after operation. That means no active 
walking. The reason for this would be the danger 
of new fractures or other traumata. ls this justified, 
or should a cast be applied after operation, and 
might earlier weight bearing (four to six weeks 
after operation) be warranted? Many of the oper- 
ated patients treated without casts are later un- 
able to walk. 

K. Witton, M.D., Columbus, Ohio. 


Answer.—The problem of senile mentally sick 
institutionalized patients with fracture of the neck 
of the femur is a difficult one. The application of a 
plaster cast and early ambulation does not seem to 
be the best solution to the problem. Such patients 
have great difficulty in getting about with a plaster 
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cast and are apt to fall and receive other injuries 
if this method of treatment is carried out. Another 
method which has met with success in a number of 
cases in this category is the removal of the head 
of the femur and the insertion of a metal prosthesis, 
such as a Frederick Thompson or Austin Moore 
artificial head with stem. This makes it possible to 
get the patient out of bed within a few days and 
to have him walk without danger of refracture or 
of displacing the apparatus. 


X-RAY VERSUS SURGICAL CASTRATION 

FOR CANCER 

To tHe Eprror:—Please state whether x-ray or sur- 
gical castration is the more desirable method in 
the treatment of a premenopausal woman with 
bony metastases from carcinoma of the breast. 
By what method can one determine the estrogen 
dependency of a breast carcinoma (after metas- 
tases are established)? 


Elmer F. Gooel, M.D., Beverly Hills, Calif. 


Answer.—Surgical castration is preferred except 
in an occasional patient who is so ill that even the 
relatively minor stress of this operation is to be 
avoided. In such a situation, x-ray castration can be 
done, but adequate dosage should be given. Other 
than clinical trial, there is no simple, short, or in- 
expensive way to determine whether carcinoma of 
the breast is estrogen stimulated (“estrogen de- 
pendent”). The details of provocative testing are 
exactly described in Jessiman and Moore's mono- 
graph “Carcinoma of the Breast” ( Boston, Little 
Brown & Company, 1957). 


OBESITY AND HYPERTENSION 

To tHe Eprror:—I have a patient who is 50 years 
old; is 5 ft., 1 in. (155 em.) tall; and weighs 210 lb. 
(95.2 kg.). Her blood pressure is 220/130 mm. Hg. 
and she has headaches. The hypertension is helped 
with medication, but the patient continues to gain 
weight. She feels that she is unable to cut down 
on her food intake, as she works hard. It is be- 
lieved that amphetamine and similar drugs are 
contraindicated in this patient. What would be 
suggested? She has been overweight all her life, 
but basal metabolism tests are within normal 
limits. M.D., Missouri. 


Answer.—The patient in question has hyperten- 
sion, obesity, headaches, and is very short in stature. 
It is suggested she be sent to a hospital where 
electroencephalographic studies and air studies can 
be made to exclude the possibility of a growth in 
the vicinity of the hypothalamic region. If these 
studies are negative, it is not recommended that she 
be given amphetamine or similar drugs but, rather, 
that the diet be restricted to 1,000 calories with 
omission of all starches. 
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PREANESTHETIC MEDICATION 
FOR CHILDREN 


To rue Eprron: —In the Sept. 14, 1957, edition of Tue 
Journat, under “Queries and Minor Notes,” page 
201, is a chart of recommended premedication 
dosages in infants and children. As published here 
this chart could be misunderstood. That is, the 
chart does not make at all clear whether or not the 
various drugs are to be given separately or in 
combination; and certainly the dosages recom- 
mended, if given in combination, might prove 
dangerous. | believe that an explanatory note 
should be published. Robert L. Shore, M.D. 

605 Gore Bled. 
Lawton, Okla. 


The above comment was referred to the consult- 
ant who answered the original query and his reply 
follows:—Ep. 


To tHe Eprron:—For premedication in infants and 
children, combine any of the narcotic analgesics, 
e. g., meperidine or morphine sulphate with either 
atropine or scopolamine. The dosage, correspond- 
ing to both the age and weight of the child, is given 
on the chart. For example, a child of 5 to 6 years 
of age, having a weight of 40 to 55 1h. (18 to 0 kg.) 
may be given 30 to 40 mg. of meperidine in com- 
bination with atropine (1/150 grain) or scopola- 
mine (1/150 grain). Morphine may be substituted 
for meperidine in the dosage (1/36 grain) given 
on the chart. For further sedation, the barbiturates 
may be administered 30 minutes before the meper- 
idine and atropine. Refer to the chart for the exact 
dose. Where sedation only is desired, the barbit- 
urates may be substituted for the narcotic analge- 
sics, meperidine or morphine, and combined with 
either atropine or scopolamine, preferably scopola- 
mine, which has greater sedative action than atro- 
pine. 


UITOES AS VECTORS IN 
INFECTIOUS HEPATITIS 
To tHe Eprron:—In the Queries and Minor Notes 
section of Tue Journar for Sept. 28, 1597, page 
423, there is a question by Dr. M. Zimmerman, 
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mosquitoes can transmit infectious hepatitis,” it 
would seem to me that the data from Pellissier 
and Trinquier’s experiments do not help to solve 
this question. Their paper refers to a local type 
of African virus that, according to Lépine of the 
Pasteur institute in Paris, who has personally 
corresponded with me on this matter, “has noth- 
ing to do with common hepatitis virus.” The 
report that human infectious hepatitis can be 
transmitted to mice would be of the areatest 
significance. If Pellissier and his colleague have 
succeeded in this, it would be a monumental 
discovery indeed. 

John R. Paul, M.D. 

Yale University School of Medicine 

333 Cedar St. 

New Haven 11, Conn. 


DIABETES WITH HEMOPHILIA 


To tHe Eprron:—In answer to the question on 


diabetes with hemophilia in Tue Journar, Oct. 
19, 1957, page 914, | am at present treating a 
71-year-old man who has hypertension, diabetes 
mellitus, and hemophilia and who two months 
ago fractured his nose, humerus, and radius and 
received multiple fractures of his ulna and hip. 
His hip was pinned one month ago, and at pres- 
ent he is recovering satisfactorily. 

Walter L. O'Nan, M.D. 

Henderson Clinic 

Henderson, Ky. 


To tHe Eprron:—In regard to the query and minor 


note on the occurrence of diabetes in a hemo- 
philiac in Tue Journat, Oct. 19, 1957, page 914, 
I wish to report that | have studied a boy with 
classic hemophilia who developed diabetes when 
he was 10 years old. Interestingly, it appears that 
he bleeds at the site of the insulin injection only 
when he is in a bleeding phase. 

Armand J. Quick, M.D. 

Marquette University 

Milwaukee 3, Wis. 


The above comments were referred to the con- 


sultant who answered the original query, and his 


of Paraguay, as to whether or not it has ever been reply follows.—Eo. 


demonstrated that mosquitoes can carry infec- 


tious (epidemic) hepatitis. The answer quotes a To tm Eprron:—Thanks are due to the physicians 


statement of Pellissier and Trinquier ( Bull. Soc. 
path. exvot. 45:304, 1952) saying that “Transmis- 
sion by mosquitoes, while not certain, appears 
very probable. (Mice were inoculated with a 
cross mixture of various species of mosquitoes; 
one mouse was said to have contracted the dis- 
ease.) The inoculation experiments with isolated 
species of mosquitoes were not successful.” | be- 
lieve this statement to be misleading, for, al- 
though it is stated that Dr. Zimmerman’s query 
“is one which deserves much more research to 
prove or to disprove the question as to whether 


who above have reported patients under their 
care who have diabetes and hemophilia. The case 
reports are valuable because the association must 
be quite rare. Inquiries directed to five prominent 
hematologists in a large medical center yielded 
statements that these physicians could not recall 
having encountered a patient with concurrent 
hemophilia and diabetes. There would appear no 
reason why the two diseases should not coexis.. 
The low incidence of association may be related 
to the fact that most persons with hemophilia 
have died at a relatively early age. 
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